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“Over the last five decades, international experience has 
demonstrated that forms of government, religion and poverty are 
not barriers to achieving rapid decline in fertility and population 
growth. Success stories in this regard, in countries like Bangladesh, 
Malasia, Indonesia, and Iran need to be studied and widely 
disseminated. Support of opinion makers like political and religious 
leaders in this national effort will be of paramount importance. The 
task of population stabilization is urgent and stupendous, and the 
time is limited. It will be only with the concerted efforts of all who 
are concerned about population issues that we shall be able to 
achieve the goals of the National Population Policy. Above all, we 
must make this a people’s movement. Everyone has a role and 
everyone’s role is important; so let us all put in our best.” 


From the sixth JRD Tata Memorial Oration by Shri K. C. Pant on 3rd November. 2000. 
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Foreword 


The world’s population has crossed the 6 billion mark and it is 
still growing rapidly. Everyday we share the earth and its resources with 
250,000 more people than the day before, every year 90 million more 
mouths are to be fed. The sheer momentum of the population growth is 
likely to lead to the addition of 3 billion more people to our planet between 
now and the year 2025. Of this around 90 percent of the growth may 
take place in the countries least able to cope with the additional demand 
On resources and the environmental degradation resulting from the 
burgeoning population. The population of most of the developing 
countires have been growing at well over 2 per cent a year, many have as 
high as 3 per cent-which means that their numbers will double in less than 
23 years. The reason for this high growth is that children are regarded as 
economic assets, who perform useful work for the family from the age of 
six or seven. Children provide security in old age, and while infant 
mortality rate remains high, parents need to have a lot of babies to make 


sure that enough survive. 


According to the latest census, the population of India as on 31.3.2001 
was 102.7 crores. During the last 50 years the population of the country 


has nearly trebled. The NPP document envisaged that India’s population 
would have been 101.3 crores by 2002 and 110.7 crores by 2010. The 
census results have already belied these projections. As per the present 
indications, the population of India is likely to reach 117.5 crores in 2010 
and may exceed 140 crores by 2025. As regards fertility rates, the 
optimistic estimate indicates that India may be able to reach the 
population replacement level TFR 2.1 at the earliest only by 2016 against 
the NPP target year of 2010. 


The above demographic picture brings into focus the need for 
breaking the vicious circle of ever increasing numbers chasing the limited 
resources at the earliest. There is no doubt that as development takes 
place, income levels increase, education spreads, basic facilities like 
clean drinking water, sanitation etc. improve, the age of marriage of girls 
go up the empowerment of women takes place the reduction in fertility 
will also occur. But this developmental process towards fertility reduction 
may take a long period within which the increasing population may 
overtake us and further delay the achievement of objective relating to 
everyone of the above items. Therefore, the need for practicing birth 
control and actively promoting the small family norm as a basic strategy 
to solve the multi farious problems of the country is relevant in the 
prevailing situation in India. An efficient combination of the development 
and contraception approaches to population stabilization seems to be the 
only realistic method to adopt in the present context in India. Intervention 
to accelerate the process of fertility decline in the high population growth 
areas of the country through well-planned and efficient family planning 


programme is very crucial at this juncture. 


Contraceptive use has a marked effect on the average number of 
children that women have. Fertility rates are conspicuously lower in regions 
where family-planning assistance is easy to obtain. The reasons women and 
men want family planning are pretty much the same whether they live in India 
or Indonesia. They want a better life for themselves, their families and 


their communities. Surveys across the world have revealed that many 
mothers in the developing countries did not want any more children, but 
were not able to get contraceptive aids or information, Birth rates would 
fall heavily if all the women who did not want more children actually 
succeeded in stopping their childbearing: the number of births would be 
cut by about a quarter in Africa and about a third in Asia and Latin 
America. There is clearly a great unfulfilled need (unmet need) for 
family planning, and India alone has around 29 million women having 
unmet needs for family planning. Inconvenient or unsatisfactory services, 
lack of information, fears about contraceptive side effects, opposition from 
the husbands, relatives and others are other contributory factors. Many 
Women in the developing countries want family-planning services if 
these were easily available either to limit the size of their families or to 
space their births/pregnancies. Satisfying people’s various contraceptive 
needs requires a range of contraceptive methods. Studies have shown that 
more the contraceptive methods available in the country, lower the levels 
of unmet needs. Taiwanese, who had excellent access to contraceptives, 
had one of the quickest fertility declines in history. 


Unlike the earlier concept of Unmet needs of Contraception; NCP hopes 
to address the issue of Unmet need in a broader framework, including 
different sector such as maternal and child health, safe drinking water, 
sanitation and nutrition, empowerment of women, development of children 
and issues relating to adolescent. 


As part of the multi sectoral approach to bring down the population 
growth, the NPP envisages meeting the unmet needs relating to different 
sectors at the earliest. In this context a Strategic Support Group of 
Secretaries to the Government of India was constituted by the National 
Commission on Population to decide about areas requiring focused 
attention for reaching the goals envisaged in NPP 2000. Based on the 
deliberations of this Group and the decisions taken at the first conference 
of the National Commission on Population it was decided to constitute 


some Working Groups/Advisory Groups for detailed examination of 
various issues relating to population stabilization. To address the various 
facets of unmet needs, the following four Sub-groups were constituted 
under the framework of the Working Group on Unmet Needs. 


(1) Sub-Group on strategies to address Unmet needs for contraception 


(ii) | Sub-Group on strategies to address unmet needs for maternal and 
child health , 


(iii) Sub-Group on strategies to address unmet needs for public health, 


drinking water, sanitation and nutrition 


(iv) Sub-Group on strategies for Empowerment of women, development 


of children, and issues relating to adolescents. 


The senior officials from the nodal Ministries/ Departments, 
reputed academicians/ experts, representative of NGOs/VOs working in 
the relevant fields and officers from the concerned Divisions of the 
Planning Commission and the NCP actively participated in the work of 
these Sub-groups as Chairpersons, Conveners and Members. On behalf 
of the NCP I would like to take this opportunity to express my sincere 
thanks to all the people who spent their valuable time and efforts in 
finalizing the reports/recommendations of the Sub-groups. Some of 
the recommendations have been incorporated, to the extend possible, in 
the sectoral programmes of the Tenth Five Year Plan. The reports/ 
recommendations are being published for wider circulation among 
Ministries/Departments at the Centre, States and all other interested people. 


(Krishna Singh) 


Member Secretary 
National Commission on Population 
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1. INTRODUCTION 


The National Commission on Population, Government of India constituted 


four Working Groups vide Order No. N.11011/25/2000-NCP dated 4.10.2000. 


The first working group on "Strategies to address unmet needs " was broken 


into four subgroups. This is the final report of the subgroup on "Strategies to 


address unmet needs for contraception " 


Sri R Srinivasan formerly Union Health Secretary and member of the 


Commission was the Chair and Mrs Meenakshi Datta Ghosh, Joint Secretary, 


Department of Family Welfare acted as convenor. 
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The membership of the subgroup is given below. 


Dr. Nina Puri, President, Family Planning Association of India 

Dr. Saroj Pachauri, Regional Director, Population Council. 

Prof. Sunder Lal, Indian Association of Preventive and Social 
Medicine. 

Sri K. Gopalakrishan, President, JANANI - an NGO in Bihar. 

Shri Alokendu Chatterjee, President, Federation of O&G Society of 
India. 

Prof. Ranjeet Rai Choudhary, Scientist Emeritus, National Institute 
of Immunology. 

Ms Rami Chhabbra, Media Expert. 

Dr. D. Takkar, Head of Department, Deptt. of Gynaecology, AIIMS. 
Representative, Birla Management Corporation Ltd Community 
Initiatives and Rural Development, Mumbai. 


Representative from Hindustan Latex. 


| 


xi) Representative of National Commission on Population. 
xii) Secretary, Family Welfare, Government of Bihar. 


xiii) Secretary, Family Welfare, Government of Rajasthan 


The following were special invitees. 


i) | Dr.(Ms.) Banu Coyaji, Director KEM Hospital, Pune 

ii) Dr. Sharad Iyengar, Secretary ARTH, Udaipur. 

iii) Representative of Department of Indian System of Medicine & 
Homeopathy. 


iv) Smt Sudha Tiwari, Parivar Seva Sanstha. 
The terms of reference of the subgroup are as follows: 


a) To identify gaps in meeting this identified unmet need; 

b) To examine and suggest cost effective and resource optimizing 
strategies that contribute to the fulfillment of the objectives of the 
National Population Policy; and 

c) To consider any other matter related with or incidental to the above 


terms of reference. 


The Subgroup met at the Planning Commission, Yojana Bhavan, under the 
Chairmanship of Shri R. Srinivasan, on 12.1.2001, 9.2.2001 & 9.3.2001 
and deliberated upon the concept, the extent and other related aspects of 
unmet needs for contraception within the plan of action spelt out in the 
National Population Policy (NPP) - 2000. 


2. 


Contraception in the Context of NPP 2000. 


Keeping Women’s needs at the centre 


i) 


National Population Policy 2000 sets out a framework for integrated 
service delivery of reproductive health services at various levels within 
which the demand for contraceptive products and services would be met 
as fully as possible with due sensitivity to economic realities and the 


cultural context. 


The immediate policy objective in NPP is - 


to address the unmet needs of contraception health infrastructure 
health personnel and to provide integrated service delivery for basic 


reproductive and child health 


The intermediate objective in NPP 1s - 


to bring total fertility rates to replacement levels (all over the 
country) through vigorous implementation of intersectoral operational 


strategies. 


2.2 Clearly the emphasis is on convergence of effort across sectors in order 


to satisfy needs for contraceptive products and services. Steps for meeting 
unmet need for contraception would be a critical component of such 
convergence. While unmet need has been an evolving concept for family 
planning programs it can only complement ongoing programs that provide 
service and information to current users and cannot be a substitute for 
them. Unmet needs are conceptually identified as a separate category 


within family planning services in order to focus on such married women 


ei 


whose attitudes resemble those of contraceptive users but whose practices 


do not. Reasons why 
reasons or due to opposition from husband or family or 


they do not practice may be due to fertility related 
or method related 
inability of the programme. Removal of such impediments to wider 


adoption will it is expected increase contraceptive use and lead to faster 


fertility control 


Interventions to meet unmet need should not be viewed as an isolated 
vertical program component within the RCH program. Instead they should 
be seen an integral part of delivery of basic reproductive and child health 
services -so far largely provided in the public sector. These should be 
embedded into the country's public health infrastructure and associated 
nutrition and child development and schooling infrastructures. Only by 
creating such synergy between various activities all addressed mainly to 
women and children can our efforts become optimal and cost effective .It 
would also be an approach consistent with the NPP goals being realized 
through people's informed voluntary participation within a democratic 
framework. Contraception would then be seen not as an end in itself but 
as a tool to achieve these larger aims. This perspective on contraception 
in NPP 2000 should inform the examination of the issue of meeting unmet 


need. 


Allternative paths to Demographic Transition 


2.4 


It would appear that in one sense we have a broad choice between two 
historical paths to success in achieving population stabilization goals - and 
indeed we have to combine elements of both. First there is the East Asian 
path to demographic transition - through State led public action for social 


development securing large behaviour changes in favour of low fertility 
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low mortality with low social breakdown. Of course the extent to which 
such behaviour changes were voluntary would depend on the content of 
democratic freedoms in each country. Second there is the post modern 
Western path which has also completed the transition but within a far 
reaching social security system. This model has also enabled low fertility 
and low mortality but has been accompanied in many cases with 
substantial social costs in high teen age pregnancy, high divorce and out 
of wedlock children. What is common to both paths is the sustained 
positive role of the State in political commitment, a caring approach and 
sustained long term allocation of resources to social development. This has 
facilitated both public action and evolution of partnerships. This has 
provided greater choices among contraceptive services, and encouraged 
multiple channels of delivery for more information about services and how 
to access them. Clearly our choice must lie closer to the former path but 
moderated by our democratic constitutional and social cultural context. 
Unmet needs must therefore be attended to keeping in mind our pluralistic 
society and regional diversities and dynamic changes in new methods of 


contraception. 


In our view this would call for a three fold approach - within which 
interventions could be identified at various levels for better 
implementation of family welfare services, of which unmet need forms a 


part- 


First: Strengthen existing strategies and sharpen the focus of existing 
infrastructure for delivery of quality service. In the near term public 
health infrastructure will have to bear the brunt of the effort, given the 
scale of the problem. 


, 


States must streamline their planning, resource mobilizing and 
rdinating tasks under ongoing contraception programs to obtain better 
e for resources deployed. Program Implementation must be steadily 


d in the States with focussed effort without being too defensive 


coo 
valu 
improve 
about some failures in the past; 


Second :,7o,expand the basket of choices for contraceptives taking into 
account the variety of new demands arising from latent and manifest 
changes among social classes and across regions and to improve easy 
availability of wider choice through more channels for distribution. The 
wider range in contraceptives will be chosen from among those new 
spacing and long acting products which have been technologically 
validated in Indian conditions and found locally acceptable. Such an 
expansion of choice must cover both rural and urban needs and cut across 
socio - economic classes at different levels of awareness, wherever 


possible through a community based outreach and coverage. 


For distribution of subsidized sales, selected private and non governmental 
agencies can be assigned to do social marketing subject to guidelines. 
Social marketing will augment commercially distributed products and 
government provided services but it should also be relevant to local needs 
and practices and must ensure minimum outcomes and value for money 


spent on subsidy. 


Last : we must link family planning services to new opportunities arising 


from decentralization and economic reforms such as health insurance, 
concern for human rights and the statutory right to information and link 
with panchayats to assign practical tasks to monitor quality and 
accountability and locate population control tasks within a quality of life 


framework as was suggested by the Swaminathan Committee. 


Brief Record of Performance in Family Planning 


2.6 What has been the record so far in rendering family planning services ? 
What lessons are relevant to meeting unmet needs for the latter is only a 
complement to the main programme ? It is difficult to establish any direct 
co-relation between contraceptive prevalence, levels of public expenditure 
and crude birth rates. There are many intermediate factors within and 
outside the demographic and health sectors that influence such 
relationships. Wherever social development had been a sustained concern 
and become a politically salient issue there has been improvement in the 
easy availability, wider choice, more channels for distribution and 
increased contraceptive prevalence. On many fronts there has been 
progress but not though not always cost effectively. Costs in the shape of 
expenditure per eligible couple provided with family welfare services or 
cost per sterilization equivalent has been steadily increasing partly due to 
poor ability to coordinate creation of collective and public assets such as 
MNP and greater convergence with anti poverty programs and which could 
have been helpful to better contraceptive use. In spite of uniform norms 
for funding, there is wide variation between States often due to budgetary 
constraints in weaker States in a period of widespread compression of 
budgets. The cent per cent assistance from the Centre for the major part 
of family planning services still leaves a substantial burden on the States. 
During the past five decades the total fertility rate in India has come down 
from 5+ to 3 - that is about two children less than say, 25 years ago - and 
we seem set on a path of irreversible decline. There has been growing 
awareness of the need for family size limitation but not always in practice 
of contraception thus creating unmet needs. What isnworrying is the degree 
of inter - state differences in States under which the better off states have 


brought down TFR by one full point during the last 15 years whereas the 
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lagging states have done only just half as much. This has made a material 
difference considering that the latter account for dose to 44% of the 
current population and 55% of the projected increase of population by 
5010. Even at low levels of expenditure birth rates can come down by 
sound policies and purposeful use of funds and prudent attention to 
management issues. States differ in resource endowments, population size, 
age distribution, budgetary constraints, health infrastructure and above all 
in political will and administrative performance. And yet it is essential that 
all lagging States reach a minimum threshold in all these aspects within 


a short period if NPP goals are to be met. 


What accounts for differential performance ? Many positive and negative 
factors are at work especially in the lagging States. More attention to child 
centred programs -nutrition, infant mortality and immunization to children- 
MCH - and guidance to mothers for reproductive understanding and 
greater empowerment women - women’s education. On the other side 
these States are faced with poor logistics, information and access to 
contraceptives for women who wish to avoid unwanted fertility (delivery 
of service issues) and they also suffer drag from effect of the population 
momentum that is bound to play itself out only over the next few 
decade(momentum effect). However the key issue is how to induce greater 
ownership and generate innovation at the State level and reduce 
centralized uniformity in design programming and direction which partly 
arises from cent per cent funding. Central funds do not catalyze the State 
effort adequately in plugging gaps, in existing public health infrastructure. 
And its potential remains unrealized. For instance, success at subcenter 
level depends on a sound referral link at PHC and CHC which is weak. 
There is waste in duplicating referral structures earmarked for RCH 


services. Thus subcenters (funded fully from the Centre) can not be 


developed beyond a point or optimized standing alone unless accompanied 
by general improvement at PHC/CHC levels (both borne on the State 
budgets). The well known imbalance between ANM and MPW strength at 
SCs and the lack of doctors and anesthetists to handle complicated cases 
at PHCs are examples of this disconnect. Closer linkages and flexible 
funding between structures that exist but are weak will significantly 
optimize resource use It will also bring on more community response to 


programs delivered better. 
Importance of Holistic Approaches 


2.8 There is a clear geographical skewing adversely to North and Central 
Indian States which account proportionately for a larger share of 
incremental population. In the near term, the concentration in these States 
must lie in improving general health and family planning arrangements 
and so service unmet needs. But they have also to confront factors such 
as early marriage and early child bearing and deep rooted son preference 
and other obstacles to empowering women. A combined success in all 
these factors will alone complete the transition to low fertility; this will 
need calibrated Central support over a long period. Otherwise the country 
will face the danger of differences getting polarized. It is a reasonable 
assumption that in these States millions of women have more children 
than they want because they are ignorant of, or lack access to, or fear 
higher risks and side effects from methods of fertility regulation i.e. they 
have in each case an unmet need for family planning, and services should 
reach them soon to avoid grave national consequences. It is this context 


that gives unmet needs its strategic importance. 


2.9 The key lessons of experience in better performing states are improved 


availability of contraceptives and better information and counseling and 
better logistics to increase access to contraception. Even though 
sterilization still dominates the field, spacing methods are also better 
organized and delivered. A more caring approach, better training and 
supervision, and logistical optimization of the primary health care level 
make it possible to improve quality. There is greater flexibility and 
devolution in functioning and more decentralized oversight of programmes 
improved. There is greater convergence in the cluster of programmes 
concerning infant survival, better nutrition, more imaginative and holistic 
tackling of women's health issues, including girl’s education, gender equity 


and safe motherhood issues. 


2.10 Taking into account the analysis made above any strategy to meet unmet 


needs must 


Strengthen and maximize use of public health infrastructure and expand 
arrangements for counseling, and organization of supplies and services 


with greater flexibility and responsiveness 


Improve penetration into rural areas, urban slums, among vulnerable 
groups, and cover all areas of unmet need, particularly services for 


limiting which need better quality and follow-up. 


Additional Central funds and monitoring attention must flow into the five 


lagging states for better quality, programme linkage and wider distribution 
channels. 


Expand private - NGO - community - public partnerships, carefully 


ensuring that accountability in each case is clearly established. 
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3.1 


Expand the current basket of contraceptives to include lower dose OCPs, 


and other products after appropriate field testing / clinical / acceptability 
trials, and 


Promote appropriate social market channels and apply feasible 


segmentation techniques for better distribution 


Redesigned Information, education and communication, including face to 


face counseling and follow-up 


Look for ways of linking with new opportunities arising from economic 


reform and decentralization and experiments in other social sectors 


The Concept of Unmet Needs, its Extent and Trends 


Under the current definition, unmet need represents the gap between 
women's reproductive intentions and their contraceptive behaviour as 
indicated through answers to questions administered to them in well 
designed surveys. If measured effectively potential demand for family 
planning services and the likely impact on fertility if the identified demand 
is met effectively. It also attempts to give reasons why having become 
aware of contraceptive availability some women do not accept it or, 
having accepted the need, some others do not proceed to use 
contraception. Such reasons may be related to fertility problems or to 
method related problems or due to opposition from husband and family or 
due to lack of information and access. Some studies show that unmet need 
is a function of her background such as income level, degree of autonomy 
in functioning etc; on her child bearing experiences, her level of education 


and exposure, and also program factors. Hence it must be realized that 
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program efficiency can be useful but not sufficient. It must be added that 
unmet need for contraception will ultimately take its place in a hierarchy 
of competing unmet needs. The definition has evolved over time and in 
some countries been extended to cover beyond married women. Unmet 
need does not reflect just women who want contraceptives -a supply need 
-but also those women who require motivation to want what they are 
presumed to need. In the developing world as a whole, barring China 
unmet need has been assessed at 20%. Strictly speaking this may be an 
understatement as it supposes that all women using any contraception - 
effective or not and appropriate or not -have their contraceptive needs met, 
which may not be the case. Some may be using ineffective methods, or 
use a method incorrectly or use methods unsafe for them. All of them too 


have an unmet need. 


3.2 Unmet needs for contraception assessed during NFHS I (1992-93) and 
NFHS II [1998-99] for the country as a whole separately for spacing and 


for limiting have been shown in table I below. 


Table 1 : Unmet needs for contraception in India -NHFS I and II 


sss 


Spacing Limiting Total 
NFHS II (98-99) 8.3% 7.5% 15.8% 
NFHS I (92-93) 11% 8.5% 19.5% 


3.3. The total “demand” for family planning is visualized as the sum of the 
"met need" and the "unmet need" and the rate of contraceptive prevalence 
(CPR) is used as the surrogate for measuring satisfied demand. An "unmet 
need" for family planning is gauged with reference to those sexually active 


women who do not seek a pregnancy, either right away, in the near 
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medium term, or ever, but who do not use any method of contraception, 
and nor does the partner use any method of contraception. Translated in 
absolute numbers, based on the current population of 1027 million, present 
unmet need in India totals about 40 million married women. If all women 
who say that they want to space or limit births were to use family 
planning, the contraceptive prevalence rate of currently married would 
increase from 48% to 64%, and this in turn may, despite the population 


momentum acting as a drag, begin to impact the total fertility rate. 


States in Indian demographic transition can be divided into three 
categories. In category-I States with deficient socio demographic 
indicators, when a change occurs merely in attitudes following the first 
stage of high fertility it may not be translated into contraceptive use. 
During this stage, more couples want to control their fertility, and their 
unmet need rises because attitudes change faster than program capacity to 
satisfy that demand. Only when as a result of improved programs 
contraceptive use begins to rise as well, fertility starts to decline. 
Category-II States refer to those where such fertility decline has set in, and 
indeed in some cases reached replacement levels. In category-III States, 
total fertility rate declines steadily through increasing contraceptive use 
and the lower fertility stage is on the anvil but this stage of more 
contraceptive use and low fertility has to be followed by a third stage viz., 
change in behaviour. During this phase reproductive behaviour continues 
to change and, as information and services respond to people's changing 


attitudes, contraceptive use rises more rapidly, while unmet need declines. 


As stated already when unmet needs are met effectively CPR tends to go 
up. Increasing the CPR would require that both spacing and limiting 
unmet needs are met, which now has come down respectively at 8.3% for 


spacing and 7.5% for limiting for the country as a whole. 
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3.6 


It would be inaccurate to judge the national family welfare program as 
having fulfilled its role, simply because the percent of women with unmet 
need has decreased (NFHS-II). For unmet needs arise for several reasons 
such as fertility related reasons or method related reasons or opposition 
from husbands or family etc. Not all of them may in a given context be 
met by the successful program. The key question is whether the program 
has attracted more people to contraceptive use and whether it has. 
motivated couples to have fewer children that is a decrease in TFR and 
CBR. The level of unmet need in a country is not static but always in a 
flux, presenting a 11 moving target "' which rises as more women seek to 


limit their fertility, and falls as more women begin to use contraception. 


Amongst the major States unmet need is the highest in Bihar and UP. 
These two States will critically determine overall TFR outcome for the 
country. Unmet need is roughly 25% in each State even according to 
NFHS II lower estimates but against a backdrop with only 50% of demand 
for family planning satisfied. The unmet need for limiting is 7.5% at the 
national level but nearly twice this 13.4% in UP and 11.9% in Bihar 
Spacing methods are predominantly the forte of the private sector but 
terminal methods including IUDs are largely contributed by the public 
sector most so in States with poor infrastructure with limited private and 
NGO activity. These States have also the largest concentration of below 
poverty line population. On the other hand MP and Rajsthan though 
similar in many respects have an unmet need at 16 to 17% but are a bit 
better off total demand satisfied seems higher at 70 to 75%. What should 
be the strategy by which unmet needs of these States can be mopped up 
in the short run ? Would they need more innovations and new programs 
for spacing and reversible methods set up as campaigns outside the health 


System or should the States concentrate on direct improvement to the 
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existing system ? It would be wise to adopt a middle course anchored first 
on improving and using the existing system without excluding innovations 
consequent on proved technologies. For backward States steady 


improvement of the public health system must remain a vital priority. 


How different has been the growth of demand for limiting and spacing 
needs ? Despite the focussed policy shift since 1996 and substantial 
increase in knowledge of spacing methods - spacing has had limited thrust. 
Even though awareness about pills is assessed at about 80% and condoms 
and IUDs at over 70% total contraceptive use for spacing method over last 
five years stands at only 7% of acceptors, with a one percent rise per year. 
On the other hand female sterilization increased by 6% during this period 
and now accounts for 36% of acceptors. Modern Spacing Method 
acceptance has been reported at NFHS II - 6.8% & NFHS I - 5.5% and 
Traditional Methods acceptance at NFHS II - 5% & NFHS I - 4.3%, 
assuming all of it for spacing. On the contrary the unmet need for spacing 
methods has declined by almost 3%. There seems to be no clear 
explanation except that women in general seem to have placed more faith 
in terminal methods. Is there some message of preference implicit in these 
data since even among those who wish to use contraceptives in the future 
a good two thirds want to go for sterilization and express satisfaction with 


the method. 


The significance of these factors needs to be carefully analyzed. It may 
even be due to a feeling that high CPR levels achieved through aggressive 
promotion of modern spacing methods will somehow lead to significant 
and rapid lowering of TFR. There are international examples to show that 
high usage of modern spacing methods can coexist with high TFR of 3 or 


4+ in many countries. Examples are Morocco CPR 32.5 and TFR 4.04- 
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and Zimbabwe CPR 39.7 and TFR 4 plus. Even within India Punjab has 
CPR as high as 66% almost half of it by reversible methods and yet it lags 
far behind Kerala with CPR only at 40 % and that too mostly by terminal 
methods. A// this goes to prove that high CPRs need not necessarily lead 
to low TFR. Of course it is also true that even if the percentage of unmet 
need is less than earlier, the absolute number of women is bound to be 
much larger. This estimate needs to be finalized by the Ministry soon and 
compared with the earlier survey to comprehend the dynamics better and 


disseminate it widely State wise. 
How to Address Unmet Need in Backward States ? 


39 Unmet needs in backward States -in either eventuality -can be met 
successfully only if services are known effective accessible and safe and 
remain consistently good in quality. What this implies is as below is much 


greater attention should be paid to six related areas 


Public health infra-structure should be reinvigorated, supervised and 
motivated to function as a caring effective system with no large gaps 
in staffing logistics and training. Additional Central funds and 
monitoring attention must flow into the five lagging States for 
improving the quality of their family planning services creating 
linkages between programs and making contraceptives easier to 


obtain through new social marketing channels. 


Information, education and communication, including face to face 
counseling and follow-up of terminal operation cases should be 
redesigned for the changed context. Many have never tried 


contraception because they do not know enough about it, while 
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others have discontinued use because they did not receive proper 
counseling about side-effects. These obstacles can be overcome only 
through culturally compatible counseling, using interpersonal 
channels, backed by mass-media communication. A sensitive training 


program is needed along with supportive supervision. 


Women (and men) whose contraceptive needs are unmet (as defined 
in the broader case discussed below) constitute a larger group than 
the universe of largely married women so far covered and 
disaggregated by birth order or by age. A view exists that modem 
and new segmentation of market techniques should be applied to 
promote methods aggressively. The question is whether this is an 
opportune time for expanding the definition of users and will 


aggressively promoted segmentation furtively bring back targeting ? 


Clearly new contraceptives must be added to the programme by 
including proven technologies but since they demand informed 
choice follow up and counseling such arrangements should exist side 


by side. 


Process and impact indicators should be evolved to monitor and 
evaluate programs designed to address the unmet need. Population 


Research Centres should playa key advisory role to States. 


3.10 There is striking diversity among states with regard to their unmet need 
for family planning, varying from 7% in Punjab to 36% This emphasizes 
again the need for State specific strategies, indeed for unique district 
specific interventions, locally designed and executed with full participation 


of panchayats and other civil society organs acting on subsidiarity as the 


guiding principle. 
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Table 3: Unmet needs in selected States showing spacing / limiting needs 


Total Spacing Limiting Total Spacing Limiting 
India 482 35 44.7 158 83 fe 
Uttar Pradesh* 281 3:0 25.1 25-1 11.8 13.4 
Rajasthan 40.3 2:4 37.9 17.6 8&7 8.9 
Madhya Pradesh* 44.3 2.2 42.1 162 8&9 7.3 
Bihar 245. 14 23,1 245 12.6 11.9 
Orissa 46.8 2.4 44.4 15.8 8.7 6.8 
Andhra Pradesh 59.6 0.7 58.9 ie 5.2 2.5 
Tamil Nadu ae ee ae 49.9 13.0 6.6 6.4 
Kerala 63.0..>8.2 57.5 11.7, oF 4.9 


3.11 Although broad national strategies must continue to be evolved, there is 
a crying need to evolve appropriate state specific strategies to meet the 
unmet need in each state. Further, each state needs to evolve region 
specific, district specific, and block/panchayat level strategies in order to 
reach out to household levels. This will be a multi faceted effort calling 
for sustained political will and public education if the experience of the 
Southern States is any guide. Among the Group III States, for improved 
performance, spacing methods must be urgently stepped up. How it should 
be done in each State will depend on local leadership and social 
imagination and levels of corruption free administration and additional 
resources alone can not bring forth results. The divide between the North 
and the South has further increased. This has been recognized as a spur 
to action in the State Population Policy documents of UP, Rajasthan and 


MP which already provide a framework for concerted action. The major 
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northern States enumerated above need to be treated as critical to NPP 
goals and assisted through special central help for filling gaps in staffing 
and logistical aspects of infrastructure. Greater responsibility to ISM&H 
and private doctors on contract will provide some relief. Mandatory rural 
posting must become a precondition for doctors wishing PG admission. 
ANM still remains overloaded with work her jurisdiction is too large and 
in the absence of a well supervised work routine neglects remote parts in 
her area. Not only additional ANMs are needed but the Centre should 
seriously consider at least funding cent-percent the cost of MPWs in 133 
selected districts at demographic risk where the TFR is more than 3.5. 
NCP has already taken steps to and Innovative strategies have to be found 
Out its own way by each State. Such initiative should cover all aspects of 
social development programs and departments and sectors impinging on 
family welfare, not forgetting the robust implementation of MNP in view 
of its relevance to unmet needs. Unmet needs should not however in this 
process be allowed to become a furtively introduced target during a period 
when replacing Community need assessment is yet to stabilise itself on the 
ground. All these steps will help develop and accelerate demand 


generation for both spacing and limiting methods of contraception. 


Should the current definition of Unmet Need for contraception of 


expanded? 


3.12 The National Family Health Survey (NFHS II) - 1998-99 places unmet 
need for contraception as 16 per cent in "currently married women (ages 
15-49) who say that they either "do not want any more children or they 
want to wait two or more years before having another child, but are not using 
contraception". This unmet need is stated to be 25 per cent of present total 


demand for family planning i.e the sum of the met and unmet need. Even 
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within the current definition, if all currently married women who say they 


want to space or limit their births but are not contracepting are assisted 


to realize this demand, then TFR may go down by one birth, which would 


help attainment of TFR goal of 2.1.At this stage is there a case for 
expanding th 
married women ? Would it affect current performance by diverting 


e definition of unmet need to include new categories beyond 


attention from more urgent coverage of the present unmet categories. The 
group agree that unmet Is a fluid concept and periodic changes in 
definition would have to be made. There was, however, the danger that 
any change in definition at this stage will divert attention from immediate 


tasks on which undivided attention must be focused, especially in the 


lagging States. 


There was a view canvassed within the subgroup that redefining and 
broadening the concept of unmet need in order to further expand its ambit 
at this stage may hold potential for confusing programme managers and 
delay results as was witnessed in the RCH programme the nomenclature 
was changed from Target free to Community needs approach. The unmet 
need as identified under the current definition presents a substantial 
challenge in some North Indian States accounting for half the population. 
When the backlog itself is immense and contains the more difficult to 
reach, it may not be necessary or wise to expand the ambit. In particular, 
there are dangers in creating a new "general adolescent" category to cover 
both married and unmarried adolescents who are perceived and treated 
within different behaviour norms within our social context. The adolescent 
problem per se requires sex education within a value framework and 
sensitive understanding of sexuality and its balanced advocacy in the 
median and our concern with married adolescents of a group of married 


women is well founded. 
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On the other hand it was argued that following the paradigm shift, our 
approach should be premised on inclusion of more categories rather than 
exclusion. The sub group would opt for caution in accepting a more 
inclusive definition of unmet need. For the present this may remain as a 
direction for the future and may not be pursued till the pressing tasks in 
backward States are not dealt with till the end of the decade. It is in those 
States the coverage within the existing definition itself leaves much to be 


desired -the better should not become the enemy of the good. 


Women: The standard definition of unmet need focuses exclusively on 
currently married women. Researchers have argued that this narrow focus 
excludes several groups of women: such as pregnant or amenonohoric 
women who do not want to become pregnant again right away; or women 
who became pregnant unintentionally because of contraceptive failure; or 
women who are using an ineffective, unsafe, or unsuitable method, or 
using a method incorrectly; or who are dissatisfied with their current 
contraceptive method; women (especially married adolescents and married 
young women) who want to delay their first pregnancy; and women who 
need dual protection from unwanted pregnancy and sexually transmitted 


infections. 


Men: Gender inequalities in patriarchal societies ensure that men play 
a critical role in determining the access to health, nutrition, and family 
welfare services for women and children, education and employment of 
family members, besides age at marriage. The active involvement of men 
is called for in planning families, supporting contraceptive use, and in 
being a responsible father. The unmet need for contraceptives, among men, 


must be addressed pro-actively. 
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Adolescents: Undoubtedly, attention will continue to be paid for ensuring 


universal adherence to the legal age for marriage/cohabitation. In 


attempting to cover needs of unmarried adolescents we will run into the 


danger of givin 
norms The coverage of unmarried adolescents need not be a high priority 


g misleading signals of sanction to breakdown of social 


in all cases and must proceed with caution. At the same time data revealed 
from the National Family Health Surveys show that married adolescents 
need top priority as they constitute the largest group with unmet need 


among the married, particularly for reversible contraceptive access. 


Some studies show that unmarried adolescent girls constitute a significant 
proportion of those who seek abortion in India. But this problem needs a 
wholesome and calibrated response that makes available such services 
with due compassion but also prevents the door from opening into wider 
breakdown in social norms. In any case the MTP Act, 1971 provides for 
the minor to have such access but with the safeguard of parental/guardian 
consent - a balance that needs to be kept. We would recommend closer 
attention to sex education and sensible control over explicit sexual 


symbols in media and advertising. 


Unmarried men and women - Available evidence suggests that an 
increasing proportion of young unmarried men and women are becoming 


sexually active and seek reproductive health needs including contraceptive 


needs. 


Decision Makers in Family/Community - Contraceptive decisions, 
especially of young couples, are often influenced by decision-makers in 
the family and community, especially elders. There is pressure on the 


woman to give birth to a son soonest. Therefore, elder decision makers too 
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should be factored in the design of programmes to address the unmet need. 
It is possible that they would influence attitudes among dissatisfied users. 
Finally, it may be useful to include women who do not express a need for 
family planning as they have never heard of family planning. This is 
particularly important, as the concept of "spacing" is not widely 
understood or accepted in India in spite of the vast resources committed 


for its promotion. 


To conclude even the current definition of unmet need itself has evolved 
over time and there is an arguable case for expanding it to bring out a 
more accurate estimate of the unmet need in the country. On the other 
hand, on present definition itself, one in four is having unmet needs and 
‘subject to possible unwanted pregnancy. Furthermore, extending the 
definition to unmet needs of unmarried adolescents also should be 
considered carefully in view of possible social disruption costs and need 


not be a current priority. 


3.14 Ona balance of convenience therefore the group would recommend a two 
part strategy - concentrating on the present definition say till 2005 to 
reach near term goals in the lagging States. Any broad based definition 
must get endorsed through a series of participatory processes, involving 
diverse stakeholders including policy-makers, researchers, NGOs and the 


community. 
4. Strengthening Existing Set up 


Need to step up the use of current methods 


41. A number of reversible and a few irreversible methods are currently 
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4.2 


4.3 


available but it is disheartening that between the two rounds of NFHS the 
use of currently available best spacing method IUDs has gone down in the 
country. Condom performance has improved slightly, and pills are only 
beginning to pick up in view of its delayed introduction in the country. 
On the whole the spacing programs have not realized their potential in 
spite of much energy invested in them and not been growing fast enough. 
This may be one key contributing factor for failure to meet unmet needs 
The outlay over the last three years ending 1999-2000 has registered a 
significant jump but condom use has not been significantly larger over the 


last three years. 


The reasons for low acceptance of IUDs need to be found out particularly 
because IUD may be in more tune with our needs if the side effects are 
attended to. There are communities which distinctly prefer IUDs for 
religious or personal reasons. 7his matter should be looked into by the 
Ministry and appropriate action taken. Further, it also possible that given 
the current levels of high IMR in some lagging States/Districts [UDs may 
be a rational choice which minimizes risk for possible acceptors of 


limiting by sterilization. 


Despite the focussed policy shift in recent years and substantial increase 
in level of knowledge of spacing methods - pills now 80% known and 
condoms and IUDs 71 % modern spacing methods have had a slow 
increase in the last five years. They are presently used only by 7 % of 
acceptors registering only 1% rise in last five years. Even traditional 
methods seem to have done as well. The use of condoms has only 
increased slightly, in spite of the HIV/AIDS becoming a reality ,and yet 
condom still accounts for only 3% of users ,Tegistering an increase of only 
0.7% between NFHS I and NFHS IL. Barring Tamil Nadu and AP the 
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4.4 


position is disquieting elsewhere. On the other hand, there is great 
potential for reyuvenating the relatively cost effective Postpartum program 
which now accounts for 1.4 million acceptors and constitutes one fifth of 
the country's terminal method cases and 8.5% of IUD insertions. There is 


much scope for expanding the programme as part of revitalisation of 


health infrastructure. 


But there is the pending task that innovative ways still need to be found 
to deliver condoms to couples at risk of unwanted pregnancy and infection 
through sexual contact. Social Marketing can play an important role here, 
if set to standards and guidelines and as far as possible supplemented by 
the Community Based Distribution (CBD) approach. Pills acceptance can 
further improve using the same route, but the question should be asked 
whether from the vast infrastructure already existing from the Ministry 
down we are getting value for money in regard to spacing method 


dissemination. 


Sterilization has been and may continue to be the main stay of the 
National Family Welfare as it has been since its inception. A key reason 
may be that this method is by now well understood by the masses as a 
certain method to prevent unwanted pregnancy and adopted to an extent 
through peer transmission of relevant facts. Being a method requiring only 
one time intervention, it is suitable to our country specific needs and 
failure rates are within limits. Between the two NFHS, in spite of no target 
approach, the acceptance of sterilization has gone up- from 30.7% to 36.1 
% In spite of the se facts there continues to exist an unmet need for 
sterilisations in the country. The reason must lie in the inability to provide 
quality and convenient and diligently followed up services in public 


hospitals, and more so in camps. This can be remedied immediately 
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4.5 


4.6 


without any coercion if only fuller use is made of health infrastructure on 
a planned and supervised manner. Quality services and availability of 
different methods of sterilization such as laproscopy and mini-lap for 
women and non-scalpel vasectomy for men, (all procedures under local 
anesthesia) will go along way in better acceptance by the users and as safe 


procedures for the providers. 


A detailed analysis must be done of the extraordinary success in the last 
decade in Andhra Pradesh which has achieved a contraceptive prevalence 
rate of 59.6%, mainly with limiting method of 58.9%. In the process, the 
average age of women at sterilization has come down to only 23.6 years. 
AP also has the distinction of greatly improving its Vasectomy 
performance in the recent years. Census 2001 results have revealed lowest 
population growth in this State. Detailed analysis is awaited. How far can 
it be replicated in the lagging States as a strategy using both modern IT 


for monitoring and evaluation can be decided only after such case study. 


The group noted that - in spite of a target free approach for some years 
now there has been no significant pickup in reversible methods. This calls 
for field checks and State level analysis, in particular about the decline in 
IUD acceptance. At the same time sterilisation continues to be preferred 
even if not by the desirable lower age groups quality service must be the 
focus. Similarly, the post partum approach seems to have reasonable 
success and should be further stepped up. 


Among the States the dramatic decline in fertility in AP in the ten years 


ending 2001 needs to be understood better. 
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Logistical Issues - Drug Procurement and Supply 


4.7 The models of drug procurement and distribution introduced in the State 
of Tamil Nadu through the creation of the Tamil Nadu Medical Supplies 
Corporation and later by the National Capital Territory of Delhi have 
demonstrated that accessibility to medicines, both at rural and urban levels 
can be markedly improved by means of pooled procurement of a selected 
list of essential drugs and an efficient system of distribution. It is 
suggested that this model should be tried out in other States in respect of 
contraceptive products. The system would disconnect the purchase and 
quality determination process (to be handled centrally) from the transport 
warehousing and distribution tasks to be done on contract or by units. It 
allows for close and just in time delivery avoiding inventory costs through 
a computerised control and monitoring system. Its key is reporting and 
management by exception approach with genuine devolution of powers. 
This begins with a careful selection of a list of essential preferably generic 
drugs whose purchase and quality tests will be done centrally to avail of 
scale economies but the drugs themselves would be distributed by the 
pharmaceuticals or a private sector agency direct to the primary health care 
level. Based on experience it is important to build into the system 
mechanisms which would ensure that every larger health facility could 
monitor the provisioning of services and supplies in the next lower facility, 
in a hierarchical manner. This will ensure both a sense of ownership, as 
well as accountability. The drugs would, in this system, be obtained at 
prices about thirty percent less and be available at the primary health level 
since more drugs could be procured with the help of the same budget. 
Panchayat authorities have the funds and basic machinery for purchasing 
those drugs directly and that if drugs are needed outside the list of 


essential drugs these could be obtained for special purposes up to 10% of 
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the budget for medicines. In Tamil Nadu model, a separate autonomous 
agency has been set up for this purpose. In Delhi, the programme is 
implemented by the Government and an NGO working in partnership. It 
is also possible to envisage that this total programme, after the selection 


of drugs needed have been listed could be implemented by a private 


agency. 


There has been long standing difficulties in meeting the shortage of 
doctors in rural PHCs. Many methods have been employed by states with 
mixed success. Compulsory rural postings have been failures for political 
economy reasons. Rotational postings have not worked due to weak 
political will. Doctors themselves feel their genuine difficulties are not 
understood and solved through transparent negotiations. Contract service 
arrangements with private doctors have been tried. Responsibility for 
running remote PHCs have been offered and accepted by private business 
and NGOs. Rural medical experience has been made a condition for PG 


admissions. None of these can become the unique solutions and 


circumstances will vary from state to state. Clearly all these steps will 


have to continue as part of the solution as long as the quality of life in 
rural and urban areas do not converge more, as in Kerala and Tamil Nadu. 
In the mean-time, accountable contractual arrangements with private 
doctors should be tried out more. Some of the less than fully qualified 
doctors, who fill-up the vacant space from the shortage of public sector 
doctors, must be upgraded in skill and competence in basic medical care. 


The sub-group would endorse that all these steps should continue. 


However, the indigenous system of medicine and homeopathy have begun 
to get focused attention. They are largely in the private domain. Even then 


the number of facilities and staff under government is increasing and 


28 


should be utilized as an additional channel to meet the shortage. There are 
22612 dispensaries in ISM&H run by govt./local bodies in the country. 
There are 99000 institutionally qualified doctors from these systems, many 
of whom have exposure to ancient and modern medical subjects, including 
understanding of the basics of anatomy and physiology. Besides there are 
211000 non institutionally qualified practitioners with experience. In most 
cases they have no direct involvement in rendering family planning 
information or services. They could be trained in the basics especially on 
counseling for promoting a small family norm. Their involvement will 
extend the workforce and increase coverage and if otherwise professionally 
good his voice will influence decisions of household and community 
opinion leaders in some States. In some States, institutionally qualified 
ISM doctors have been allowed under by local State permitted areas to 
practice modern medicine. Such graduates with some training can be 
utilized in RCH program for meeting unmet needs. Use of Pippalayadi 
Yoga as a non-hormonal contraceptive is already under study at JIPMER 
and AIIMS. In the circumstances the services of ISM&H doctors can be 
utilized to fill gaps where allopathic doctors are not available; some 
conventional ISM medicines can be used for RCH and one could even 
incorporate into the mainstream some Ayurvedic drugs after due 


operational research. The sub-group would commend this approach. 
Importance of Ensuring Quality 


410 Ensuring Quality requires action in several dimensions. Minimum 
assurance of professional outcomes and minimum standards in level of 
service must be maintained at all times. Training arrangements are 
‘required for providers in contraception, particularly those that involve 


follow up for which records are to be prescribed as proof of acting in the 
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best interests of the patient. Priority has to be given to closer supervision 
in remote areas of both lagging States and to those remote pockets in 
better performing States. These are challenging enough to make quality of 


care as the central issue in success in determining if demand exists and 


if it does so whether it is met. 


The common concerns are well known and group will reiterate their 


importance for action. 


Users frequently perceive the quality of services to be too poor to merit 
use, NFHS surveys indicate that the utilization of antenatal services 


remains abysmally low in many states. 


A key factor is the attitude of service providers.- especially complaints of 
insensitive treatment, stigmatizing behaviour, language, rushed attention, 


etc. all of which create barriers,. 


Lack of basic facilities for physicians and patients and their maintenance 
in the primary health care infrastructure [water supply, cleanliness, 
inadequate privacy, toilets and electricity] affects user satisfaction 


inadequate 


Technical knowledge, practical skills and competence on the part of 


service providers is of crucial importance for achieving better quality. 
Several guidelines are required that have to start with setting criteria and 


protocols and changing minimum standards where none exist or changes 


are required. Guidelines for fair standards are necessary for accountability 
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under different contraceptive methods and must be given appropriate 


publicity among users and providers. 


The continued prevalence of high levels of induced abortions (an 
estimated 6.7 million per annum) is another strong evidence that millions 
of women want to control their fertility but have not used either any form 
of effective contraception. Several studies in India have shown that 
abortion remains a common way for women to control their fertility and 
avert potential births. While increasing usage of family planning methods 
in the country, efforts would also have to be stepped up to make abortions 
safe in the country. This platform must get sensitively debated and 
information fully and discreetly made available and without coercion, in 
order to increase acceptance of contraception in the country. It must be 
remembered that even with a 70% CPR, there would be need for abortions 
as method or use failure is likely to continue as seen in developed 
countries. Therefore, the group will point out that the need for an around 
attention to quality in different methods and point out that creating safe 


back-up abortion facilities will help meet part of unmet needs. 


Age Specific Unmet Need 


4.12 


It may be noted from NFHS II that 27.1% of the unmet need in 1998-99 
amongst married women in the age group15-19 years, almost all of it 
being for spacing methods. If this unmet need is addressed and fulfilled, 
this will accelerate population stabilization, record reductions in maternal 
and infant mortality; and reduce morbidity in women and children. 
Condoms and pills have an important role to play but more importantly 
needed for this segment is the provision of sex education and counseling 


about the place of sexuality and reproduction and about contraceptive 
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method choice, understanding the relative costs and risks of pregnancy and 
spacing contraception and information about how to access methods of 


choice taking into account risks and consequences 1n each case. 


The next important category are women in the age group 20-24 years, who 
represent 24% of the unmet need. For this segment, the unmet need may 
be assumed as 75% for spacing methods, and a 25% emerging need for 
terminal methods. In other words, this age group must be provided with 
choices in respect of all reversible methods such as condoms, pills, 
injectables, [UDs & usage of traditional methods. Also using focus groups 
mahila mandals etc they should create peer pressure for small family so 


that they may encounter better family based pressures for more children. 


The above two categories can also be linked to women with no children 
(14% unmet need in all categories) and with women one living child (23% 


in all categories). 


~The next category representing 19% of the unmet need covers women in 


the age group 25- 29 years, with equal percentages of need for spacing and 
limiting. It is possible that women in the last two categories may have 
completed their families, but may not yet be ready to decide on the 
terminal method. They may possibly be in need of a long acting reversible 


method such as IUDs and injectables. 


Regarding "unmarried adolescents" they should be addressed with great 
care. Depending on where they live life styles adopted and levels of 
schooling some of them may have an unmet need for contraception, which 


they are first unable to voice and, if expressed, unable to procure because 
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of social pressures, timely and quality counseling in the nature of value 
education is their first need so that they better understand the relationship 
between sexuality and reproduction in the context of nature of social 
norms and values regarding premarital sex habits. The need to avoid social 


disruption is an important factor to be kept in mind. 


As regards adolescents who are not yet sexually active they need to be 
informed about reproductive health, contraception, safe motherhood and 
infant care as part of sex education and family life as they (both boys and 
girls) stand at the thresh hold of marriage and get prepared for responsible 
parenthood. About to be married adolescents and youth could be a separate 
target for information, education and counseling at the time of registration 


of marriage. 
Urban -Rural Differences 


414 The unmet need for family planning is only marginally higher in rural 
areas (16.7%, NFHS- I; 8.9% for spacing and 7.8% for terminal) in 
comparison to the unmet need in urban areas (13.4%, of which 6.7% is 
for spacing and another 6.7% for terminal). It is difficult to believe that 
promotion of family planning has been more successful in rural areas. For, 
in view of the lower satisfaction of demand for family planning in rural 
areas (44.7%) as compared to urban areas (58.2%), one anticipated a 


higher unmet need in rural areas. Reasons are not clear and may be looked 


into. 


Within rural areas the remote and inaccessible areas stand apart where 
every indicator is more adverse. Only through the reach of routine 


administration, of which PHC infrastructure is a part can they be reached 
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4.15 


within Governmental channels. Most inaccessible areas have also large 
SC/ST concentrations with multiple deprivations. 70 meet unmet needs in 
those areas we may need patient path-breaking NGO activity using self 


help groups -may not add to numbers but will be an earnest of 


commitment and should be fully supported. 


There is another neglected dimension namely the unmet need in the urban 
areas, particularly in the increasing number of urban slums, would have 
to be met. By the end of the next decade the slum population will be rising 
at the rate of 5- 6 % while large cities will grow at 4% and the total urban 
population will grow at 3% and the country population at 2 % %. The 
estimated annual rate of growth of slum population will be double that of 
urban population and more than double that of India as a whole. While 
general awareness may be high there would be much greater need for 
access to spacing and supply chains for pills and condoms and case 
specific counseling. The urban public health infra-structure needs to be 
designed with modalities for health posts and volunteers and community 
based distribution for contraception as part general health effort. This 
approach has worked very well, inter alia, in the Parivar Sewa Sanstha 
[PSS] implemented CBD projects in different parts of the country which 
has been used to reach a population with limited access to services by 
accessing household levels within the community. In all its variations, 
community based distribution programs are based on the method that takes 
products and information to where of people live, rather than requiring 
people to visit clinics or can other locations for these services. In the 
process community members become family planning workers to door-to- 
door education and counseling, in favour of spacing methods PSS Sitapur 
programme has shown a growth of 17.21 % in three years from 34.91% 


to 52.12%. Only socially marketed projects were made available at a 
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price to the people in these poor urban slum areas. 
Impact of Standard of Living 


4.16 Lhe group noted that as standards of living rose the demand for services 
will undergo change and programs should be nimble enough to meet them. 
A purely marketing segmentation approach by social class may prove 


inappropriate to the complex nature of the problem. 


As the standards of living rise, women in different social and economic 
segments tend to exhibit dissimilar needs for contraception. Those at the 
top with good education and in employment develop more dimensions 
beyond reproductive realm. They generally take extra effort to ensure that 
their goals for a small family or for limiting births to levels considered 
sustainable by the couple have a high priority. Even in this category there 
is unmet need of 12 .8%; largely for spacing but it is backed by met need 
of 61 %. Women in the middle classes have an unmet need of 15.6%; and 
a met need of 48.4% and are driven by both supply and demand factors 
to adopt contraception. Finally, women with a lower standard of living and 
lower level of education have an unmet need of 17.9%, and met need of 


39.5%. 


If we are to achieve the medium term objectives of NPP 2000, it would 
be foolhardy to wait till economic development percolates all the way 
down. Andhra Pradesh, Tamil Nadu, West Bengal and Gujarat provide 
examples where, despite low literacy levels, and a modest growth of per 
capita income, contraceptive usage has been high and growing. This may 


have more to do with easy availability of contraceptives and relentless 
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ure apart from improvements in service delivery and its h-tech 


peer press , 
t may be stressed that for each of the categories there has to 


monitoring. | 
be effective provi 


perceived as value for 
needs of the population below the poverty line. This is a difficult area 


sion of information and demand induced quality service 


money. Strategies must be evolved also to meet the 


because one has to constantly dispel tendencies towards wasteful subsidies 
in some cases combined with under funding in others and general beliefs 
about lower quality. These problems. have been met with in for instance 
the restructured anti poverty programmes and public distribution system 
(PDS) too. However free services and products must continue to be made 
available to them and group or community based distribution has an 
important role to play. For the low income and middle income groups, 
social marketing can make available a range of subsidized products and 


services, followed by sales in the open market at commercial rates. 


There was a view that on the basis of this analysis full fledged market 
segmentation exercises should be done to create client profiles and 
attributes. Doubts were expressed whether such a course would not 
commodify further what was still a care- based service. It was also 
questionable if such a purely value-neutral market strategy can at all 
succeed in a sphere where we are seeking to influence behaviour in most 
personal realms of which the product can but be a part. But the fact cannot 
of course be denied that different segments have their own priorities and 


program should be nimble enough to make changes. 


Prevention and Management of Unwanted pregnancy 


Table 4 -Method wise performance during last four years 


Method ——~=«21996-97 1997-98 1998-99 1999-2000 
Sterilization 3870226 4238514 418195] 443896] 

IUDs 5680671 6172904 6065335 6079458 

Oral Pills $250025 6394793 6866654 6874519 
Condoms 17214327 16795452 17308141 18698621 

4.17 From table 4 it is clear that the program in India currently relies heavily 


on female sterilization which is by far the most dominant method. We 
have had a sea change in our approach to sterilization whose abuse at an 
earlier was rightly seen an affront to the dignity of women and their 


human rights. When balance was restored with the paradigm shift there is 


evidence of sterilization being accepted by most women. The issue was 


about its timing it in the individual case either by age or order of birth 
There is a danger now of an opposite swing even though the alternative 
of spacing has yet to command any significant following as mentioned 
already. However, a balanced view would be to give no overriding 
emphasis to female sterilization but recognize its huge acceptability among 
women and at the same time create a menu of choices including 
vasectomy, and reversible contraceptive methods for women. Spacing 
methods, however, require complementary attention by providers for 
placing before users harms and benefits attached to each method without 
imposing his own values. Some spacing methods may also require greater 
accountability for outcomes and to ensure quality service would include 


proper follow up. 
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418 The group noted the importance 


e of balance between attention to Limiting 


and spacing methods noting that the latter may demand more commitment 


of time and effort by providers to make for real life choices. 


Expanding the Basket for Choice and Access 


Method Mix and Informed Choice 


5.) 


Dé 


The group will recommend that - With differing needs and preferences 
among users and a cafeteria of services being available it is important 


that public information is fully given on the new method and also about 


the precautions before the launch to minimize controversies based 


sometimes on misinformation. It is equally necessary to ensure that the 


choices in contraception remain informed choices in letter and spirit. 


Contraceptive needs and preferences of users differ and change over time; 
therefore, a broad selection of reversible and irreversible methods should 
be available through public health system, social marketing programs, 
community based outlets and commercial outlets through which condoms 
and oral contraceptives could be provided. Permanent methods though 
should be available with the assurance of qualified medical backup at call 
-at primary health centres, community health centres and hospitals in the 
public health system, as well as through private practitioners and NGOs 
participating in partnerships. The addition of injectables, progestin-only 
pills (for women who are breast feeding), barrier methods, and 
spermicides should be done after due safety and efficacy testing subject 
to its initial release in the field being carefully monitored and escorted. 
The threat of HIV/AIDS and the demand from women's groups for 
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barrier methods make a strong case for including these methods in the 
basket of contraceptive services. Research shows that each new method 
added attracts new users, improves contraceptive continuation and, thereby 
increases contraceptive prevalence. However, in view of past controversies 
over new contraceptives, which were often spearheaded by women's 
groups themselves, it will be wise to issue a public information sheet prior 
to introduction about the tests conducted with results of tests or safety, 
efficacy, acceptability and costs and subsidies so that misinformation may 
be less and an informed debate may take place without getting mired into 
tangential controversies. With a real cafeteria of services, informed choice 
must form an important element of the programme. Service providers 
should explain pros and cons of each method and the relative risks 
involved. This will help users make decisions for selecting contraceptive 
methods that are most appropriate for them after receiving information on 
harms and benefits and contraindications of contraceptive methods offered 
to them. Information should also be provided on what users can expect 
from service providers with regard to advice, support, supply, treatment, 
referral, and related services in case of need. It is most essential that there 


is no attempt to impose the value of the provider while guiding the user. 


Contraceptive Safety 


».3 


5.4 


The group will recommend that - special training programs must be 
organized to inculcate contraceptive safety skills at levels especially for 
ANM. so that they can help in making informed choices. 

The aim of the program is to provide people with the means to achieve 
their reproductive goals in a healthful manner. Contraceptive safety is an 


essential requirement to ensure that contraceptive products as well as 
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a. 


rvices are delivered safely. At the very least, those reproductive health 
related to provision of contraceptive services 


se 
problems that are directly 


must be addressed. For example, infections should not be caused or 


exacerbated by the provision of contraceptive methods. Ensuring service 
quality and safety is specially important for all surgical procedures. Special 
care must be taken for inserting intrauterine devices (IUDs), particularly | 
in areas where reproductive tract infections (RTls) and sexually transmitted 


infections (STIs) are widely prevalent. All health workers including 


frontline workers such as auxiliary nurse midwives (ANMs) should be 


trained to provide informed choice of methods, counseling and follow-up 
care. If the ANM is expected to insert IUDs at the sub-centre (as is the 
case in several states), then health sub-centres must be provided with 
equipment to enable her to effectively perform this procedure. Special 
training programmes must be organized to ensure that she can develop the 


skills for inserting IUDs safely. 


A woman needs to be screened so that she is found to be free of 
contraindications, and therefore an appropriate candidate for the [UD 
insertion, which again, must be inserted under aseptic conditions to 
prevent infection. Follow-up of acceptors must be regular and continuous 
as these women are at greater risk of infection. It is known that RTIs can 
be exacerbated by the presence of IUDs. IUDs can lead to increased 
menstrual bleeding, the increase being greater for women with anaemia, 
thus aggravating this condition. For ensuring safety, therefore, the 
programme must focus greater attention on all clinical procedures, 
especially on aseptic techniques, and on screening clients for 


contraindications and pre-existing health problems. 
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Counseling and Follow-up 


5.6 


5.7 


The group will recommend that - well thought out supportive counseling 
and follow-up services should be essential elements to ensure of a quality 


care, particularly for reversible method. 


After the users have made their choice of the method, counseling should 
concentrate mainly on the services and caution which they should receive 
for proper use of the method. Follow-up services are especially important 
in the initial period for providing advice and managing side effects. Users 
should have access to service providers if they receive method-related 
problems, and should have the freedom to switch methods for which 
Supportive counseling should be provided. It is necessary to plan 
convenient follow-up contacts with users and encourage them to approach 
providers at any time opportunity for continuing counseling and education 
and for discussing related reproductive health issues not dealt with earlier. 
These visits also provide an opportunity to discuss alternative choices if 
the user is not satisfied with the current method. Developing effective 
outreach should be a high program priority if counseling and follow-up 
services are to be provided, especially in remote areas that are difficult to 


access. 


Male Participation and Responsibility 


5.8 The group will recommend that - special efforts should be made to 


encourage men to take responsibility for family planning in the context of 
the importance of having their support for the program in a male 


dominated society. 


4] 


§.9 


5.10 


Vasectomy is a simpler and safer procedure yet it is rarely used and often 
not acceptable to the wives. Health providers should be pro-active to 


propagate and reintroduce the no- scalpel vasectomy (NSV), into the 
program. The successful experience with NSV in the north-east where it 
has been tried should be upscaled and anxieties regarding vasectomy 
allayed through counseling and education. Already condoms are being 
promoted as a method to provide dual protection against both pregnancy 
and infection. For those at risk of STIs, condoms should be advised even 
if the client or partner has been sterilized or is using another family 
planning method such as the IUD or oral contraceptives. Gender 
inequalities also favour men in most communities in India and sexual and 
reproductive health decisions are made by men. Research on sexuality and 
spread of infection has highlighted the inadequacy of strategies that target 
only women since they are usually subordinate to men, and cannot 
effectively negotiate changes in sexual behaviour. Research on sexual 
negotiation has underscored the need for involving men bringing about 


changes in sexual behaviour. For such change, sexual negotiation and 


spousal communication must be encouraged which can also be a tool to 


prevent unwanted pregnancy and STIs. 


The unmet need for contraceptives falls squarely in the arena of family 
planning and therefore in the concurrent list. Both the Centre and the 
States can legislate in this area, but implementation is in the hands of the 
State Governments many of whom have been forced into expenditure 
compression after the reforms. Even though it is claimed economic reforms 
themselves are non - discriminatory, they are bound to affect States 
differently because of State specific characteristics in level of development 
and patterns of public expenditure. Economic and social development 


depend heavily upon efficiency in resource use, which in turn is 
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determined by the overall policy environment and the quality of 


governance. Good governance will be needed for reasons beyond unmet 


needs. 


5.11 As regards cost effective strategies at the State level we are at present 
having a wealth of data on population and fertility issues of India from 
KAP studies, Census and related output data from NSS and NCAER 
besides two National Family Health surveys, and a plethora of service 
statistics. All of them point to gross inadequacies on both demand and 
supply side in infra-structure, equipment and supplies, shortage of health 
care providers but in broad aggregates. More of these should relate to 
specific policy dilemmas faced by State Governments. We recommend that 
- rigorous operational studies be done in the States in great need to 
determine unit costs for help in reallocation of resources. Such unit costs 
can help set up benchmark standards for services providing a basis of 
comparison to judge proposals received for private partnerships and 
social marketing strategies know whether they are cost effective and better 


value than public programs serving the same purpose. 
Increased Choices for Contraception 


5.12 NEW IUDs Choice in contraceptives will be real only if full information 
of two or more contraceptive methods are made available.. The absence 
of a basket of choices has led to stress on sterilization's Of course product 
differentiation is crucial when competing choices are offered but there is 
also need for informed acceptance by eligible couples after information 
about its safety efficacy and of relative risks .For instance, new variety of 

-[TUDs such as CuT380A is commended as it offers protection for 10 years 


as compared to 3 years with currently used Cut 200B, Both products are 
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§:13 


important and will address different types of users. Such introduction must 


be preceded by counseling and the new users escorted with medical 
monitoring of health status. recorded by locally situated voluntary agency 
for a prescribed initial period before we can be assured of acceptance. 
Mere proof of safety and efficacy according to the minimum provisions 
of law followed by aggressive promotional effort will not be adequate for 


long term acceptance. 


INJECTABLES - Injectable contraceptives providing long acting 
protection have been available in the country commercially for some years 
now. The group noted that Population Council is doing operations research 


to introduce the three -month injectable contraceptives, DMPA, to private 


physicians serving an urban population in India to demonstrate the 


5.14 


feasibility of providing DMPA to private sector users at subsidized prices 
in a manner that promotes informed choice, adheres to good technical 
quality, and supports sustained use by satisfied users. The group also noted 
Parivar Seva Sanstha has for several years now used injectables with 
excellent acceptance by women and DKT, Bombay another NGO has also 
been working on similar lines. injectables can be made available under the 
social marketing programme subject to guidelines for social marketing 


reported to be under consideration in the Ministry. 


The group recommends that - for all new contraceptives such escort 
system may be made suitably into an additional requirement for protection 
of user by drug controller. And other spacing products such as Gynae-F ix 
(said to offer a protection for 18-20 years) may also be tried out in the 
country if and when found safe and efficacious under the law nominated 
as If accepted CuT 380A can over a period reduce the need for 


sterlisations the promise of long acting contracepties raises ethical 
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questions. A balanced view has to be taken on a case by case analysis, 
keeping both individual autonomy to decide family size and the social 


imperative of stabilizing population level. 


Extending the Channels for Distribution for Better Access 


5.15 


5.16 


The Group was convinced that if the choice in contraceptives was 
increased there will be need for more channels and it is useful to try trying 
out social marketing for focussed distribution of subsidized contraceptives. 
It will be particularly relevant to the States in greatest need, as was seen 
in the success of Janani an NGO in Bihar. The past record on the whole 
has neither been inspiring in advocacy nor successful in outcomes. Social 


marketing as an addition to public systems and pure commercial channels 


should be developed after careful guidelines are laid down to make it - 


A total service with cost effective supply backed by information 


counseling and scope for follow up; 


Costs in regard to both generic and brand based advertising are justified 


in terms of outcomes; 


It is evaluated periodically on the level of consumer acceptability and 


innovations made and 


It becomes totally free of Government support barring product subsidy 


within specified number of years. 


9 


The Group could not discuss the matter further in depth as details of the 
proposed strategy could not be made available by the Ministry. The group 
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will recommend therefore - that while the social marketing is desirable in 


principle full public debate should take place on the finalized draft 


fore it is implemented even though it may have been prepared 


take holders. The group will also suggest that as far as 


strategy be 


consulting s 
possible all efforts should be made to support the emergence of local 


organs of civil society and similar motivated groups to cover specific 
regions or neglected social segments and prevent organised marketing 
firms using social marketing as a second string to the bow. The group will 
also point out that social marketing and the strengthening of the existing 
health systems approach require different IEC back up- and may entail 
different expenditure patterns, the one geared to large sums for mass 
media, and the other more to local structures and community based low 


cost communication. 
Information, Education & Communication (IEC) 


5.17. Within the existing health delivery system, IEC must be viewed as an 
integral strategic partner. It has to be integrated within the training and 
functioning of all health providers. Mass media campaigns can create an 
enabling environment, on which inter personal communication can clinch 
the desired change. The challenge is to make the massive army of health 
workers within the health sector effective as primary communicators and 
support a functional minimum package of services for daily ailments, the 
major communicable diseases and RCH. Unmet need would be easiest 
tackled if that reduces maternal risks at child birth - an approach which 
individuals and communities would offer practical support to implement. 
Mass media has a critical role to play but the most effective 
communication will often be from person to person be the most telling 


communication of all. 


5.18 


Health risks of fertility are greatest for the mother when she is too young, 
too old, having births too close or too many. The distribution of births by 
birth order according to NFHS is 29 per cent of all births -first order, of 
which births to married adolescents are contributing almost half, 26 
percent second order; 18 per cent third order and 28 percent or more than 
| in 4 births are of birth order four and above. The strategy of avoiding 
the four toos -too early, too late, too close, too many for the health and 
well being of the mother and the child -has remained an effective approach 


(and communication tool) in many countries. 


The group will recommend - 


Presently more than four fifths of all births in India fall in the following 


category - they are occurring either too early (19 percent of births to 
married adolescents), too close (28 per cent within 24 months; 13 per cent 
within 18 months), too many (28 per cent four plus; 46 percent 3 plus) 
and too late (7 percent after 35, but a significant number of high order 
births in the early thirties, also late twenties). A four_toos campagned 


would be worth while. 


The group will also recommend that- sex education should be provided to 
adoloscents within a positive values framework and provided in a manner 
that is not provocative or Population and AIDS Prevention Education 


including sex education as appropriate to age, must be made compulsory 


for the young. NCERT and all other training materials need to be urgently 


reviewed. 


In this connection the group noted excellent examples of practical 
strategies that will greatly increase acceptability of contraception. In 


Gandhigram the sterilization ward was virtually a "mother's home" because 
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an excellent doctor, aseptic operation arrangements and aftercare in a non 
hospital like setting with local food and permission to feed a family 
attendant and accompanying little children alongside; Or at Jamkhed 
aseptic conditions for surgical interventions, camping facilities and a 
strong volunteer force of women workers increase acceptability; in Orissa 
enterprising PHC doctors have stretched POL by encouraging local bullock 
carts and providing chara -follow up visits -which increases the mobility 


of the ANMs. 


Linking to New Opportunities 


Emergency Contraception Facility: 


6.1 The sub group noted that as recommended by the National Consortium on 


Emergency Contraception the use of the "morning after" pill in the country 
is being tested by the ICMR through operations research projects with the 
collaboration of 12 medical colleges in different parts of the country. The 
results are awaited. Parivar sewa Sansthan too has brought out its own 
morning after pill, called No Preg, and has sought a no objection from the 
Drug Controller of India for social marketing of this pill. It was also noted 
that Use of IUDs can also be used as an emergency contraception. During 
2000, the Population Council completed a media campaign on Emergency 
contraception a manual on emergency contraception has been widely 
disseminated to users, service providers, and policy makers in India, and 
has now been adapted for use in Bangladesh. Efforts are continuing to 
make abortions safe in the country. The subgroup was informed that 
following a recent National Conference several recommendations intended 
to make early abortions safe and accessible are being reviewed. Including 


an amendment devolving powers of approval of the premises and the 
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provider for carrying out medical termination of pregnancy to the district 


level, instead of the earlier state level. 


The Right to Information 


6.2 


6.3 


No intervention at the grass-roots is perceived as sustainable unless the 
community develops a stake in both the process and in the final outcome. 
On May 1, 2000, the State Assembly enacted a law that gave the people 
the right to information in all spheres of governance. This simple but 
powerful mechanism of transparency had revealed undeniable proof of 
corruption through the social audit held in the gram sabha held in the 
presence of the Zilla Parishad - a rare synergy among PR institutions. The 
group noted that a Central Bill on the Right to Information has also been 
tabled in Parliament which will ensure that there would be stiff penalties 
for non - compliance by bureaucracy and exemption clauses must be 
extremely restricted and unambiguous and suo moto display and 
dissemination of information must be mandated by the Act, to enable 


transparent governance. 


The relevance of this for quality and accountability in delivery of service 
for family welfare and for unmet need for contraceptives in particular, 
cannot be ignored. What can be done is to map the location, address and 
title of every health facility -public, private, allopathic, homeopathic, and 
the Indian Systems of Medicine. These can be made available free of cost 
for distribution through the voluntary sector, community groups civil 
society organs and public outlets like post offices. The precise facility 
provided for citizens -be it information, education, and counselling, or 
routine vaccination and services for contraception, or pre-natal and post 


natal check ups care and delivery points should be unambiguously 
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indicated. Attendance of staff at public sector health institutions, such as 
Doctors and ANMs can also be verified by the community. There should 
also available on demand a listing of the supplies received / purchased / 
stocked in the public health facilities at regular intervals. The community 
will develop a stake in pre-empting stock - outs. This may become a 
precursor to levying user fees, to facilitate local purchasing ability. Finally, 
there should be information on the availability of emergency health 
products such as oral dehydration salts for infant diarrhea, contraceptives, 


simple medication like paracetamols, antiseptic creams, anti -nausea 


remedies and so on. 


Minimum Needs Program Implementation 


6.4 


The unmet needs of a community are best appreciated in the context of 
their social conditions. Indeed there are hierarchies of unmet needs in 
several spheres and contraception may not rank high in communities 
starved of basic needs. The importance of the minimum needs programme 
as a support to family planning is obvious in this context. Access to basic 
needs and amenities include both individual and social consumption such 
as food, drinking water, housing, education, employment, transport, 
communication. Increasingly, the all encompassing nation state coupled 
with the individual and group competition for scarce resources determines 
the situation. Political forces play a dominant role in shaping health 
services, and determining the health status of a community. The critical 
gap between availability and accessibility of health services has been 
instrumental in excluding a large proportion of the rural population in 
India -the marginal communities especially the low caste and the tribal 


groups -from leading a normal healthy life. Meeting the unmet need for 
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contraceptives, and indeed for all other basic needs and amenities involves 


a struggle for democratization, just and fair social relations, gender equity. 


Health Insurance 


6.5 


6.6 


About two fifths of India's GDP is said to originate from the informal 
sector and over 85 per cent of families depend on this sector for their 
livelihood. Nevertheless a large number of workers from the informal 
sector, in both rural and urban areas are illiterate, poor, living in 
unhygienic conditions and susceptible to innumerable infectious and 
chronic diseases. They also need timely and effective family planning 
services. Among them unwanted pregnancy is bound to exist, apart from 
a general desire for spacing in what way if at all can insurance help ? In 
the first place there are the costs of hospitalisation for maternity, which 
are usually not covered as a risk. There could also need for induced or 
natural abortions or complications arising out of the practice of 
contraception methods. There could also be innovative insurance against 
death during operation or against failure and birth of a child after 


sterilisation. 


Insurance sector has been liberalised. And foreign investors are partnering 
Indian companies for general insurance Private voluntary health insurance 
will become more important in both funding and provision of health care 
including RCH services. The metro and urban demand for health insurance 
will be more attractive for commercial reason. Most of it would also be 
covered for hospitalisation expenses. Insurers should be required by the 
regulator to innovate new products to cover problems connected with 


fertility control and maternity. Health insurance may not also cover small 
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6.7 


town and rural remote communities or broad health care including 
outpatient maternity and child health needs. The number of exclusions, 
levels of premia and difficulties in rapid settlement of claim will present 
problem. In far flung communities it may be appropriate to adopt 
community risk assessment. But insurance cover in respect of RCH 
services, especially maternity services is urgent and relevant. Sensible and 
constructive regulations of general Insurance Industry will help develop 


community based new insurance products appropriate to different areas. 


A majority of poor households, especially the rural ones, reside in 
backward, hilly and remote regions where neither government facilities nor 
private medical practitioners are available. They depend on poor quality 
services provided by unqualified practitioners and faith healers. Wherever 
accessibility is not a problem, the primary health centres may not be 
providing quality services. Developing and marketing of unique and 
affordable health insurance package for low income people would be a 
challenge especially if individuals are rated for risk. Instead community 
risk assessment should form the basis for a selected number of common 
illnesses. But it must include out patient treatment and also maternity. The 
group noted efforts in the voluntary sector Since 1992, SEWA has 
introduced a unique integrated insurance plan for their petty members 
mainly engaged in petty occupations. By paying just Rs. 65/- as premium, 
a poor woman gets coverage for health and maternity benefits, life 
coverage and asset insurance. There appears to be a strong preference for 
SEWA type of health insurance scheme that beneficiaries is not only 
affordable but also accessible in terms of easy settlement of claims and 
other related administrative procedures. The range of services for which 
coverage is sought include hospitalization, maternal and outpatient 


facilities. If transportation could be included, there would be many more 
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takers. How far will it provide a model for community rated community 
based cover for ordinary illnesses and maternity remains to be seen. 
regulator can require of companies to create products for specific 
segments. They should also be asked to devise schemes that panchayats 
can run with the backing of re-insurance by larger insurance companies 
and can be used for identifying targeted groups for subsidizing primia. In 
terms of management of a health insurance scheme, there is a marked 
preference for some version of community financing. Management of 
health insurance by panchayats may also be feasible with a scheme where 
the disbursement of services will take place from a public sector hospital 


with monetary contribution from the beneficiaries. 


Putting Health on People's Agenda 


6.8 


6.9 


lhe group will point out to the rising movement for putting people's hands 
in many countries as a source of much innovation.. The group will suggest 
that such examples in India may be studied for encouraging local 


initiatives. 


For instance it would like to cite the case of the work of Kashtakari 
Sanghatna, an organization of tribal working people in Thane district, in 
getting local women trained as health workers and getting Government to 
nominate them all of them as hamlet level volunteers, to receive medicines 
from public health supplies, and a small honorarium for distribution during 
the monsoon season in spite of resistance from village level vested 
interests and inertia from public health system. From mid - 1999, a WHO 
supported project for "empowerment of the rural poor for better health", 
was conducted in 6 talukas in different parts of the country. The idea is 


to make local health functionaries accountable to the village people. A 
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health calendar containing certain key health messages has been published. 
Teams moved from hamlet to hamlet displaying exhibitions on health 
‘ssues. ANMs and other functionaries informed the people their monthly 
work schedule for each village, so that their absence could be noted by 
members of the village health committee. Another aspect of this unique 
grass roots initiative was to generate awareness about medical malpractice 
like the unnecessary use of injections and saline infusions and 
accountability of public health services and to draw attention upon the 
basic rationality of private medical care. The community took on the 
responsibility of re-educating doctors on rational care. An "Arogya 
Padayatra" or Health March saw people led by health activists visit and 
argue with private doctors, even demand to examine their degree, put up 
posters in their clinics demanding a commitment that they will not charge 


in excess of the rates [as indicated] for a given service. 


Question of public importance could then be raised meaningfully -such as, 
why does the hospital not have in its stocks all the medicines required? 
Why do certain staffs demand money for services? Why do staffs behave 
badly with patients coming from hilly displaced populations, tribals, and 
the very poor? Why are immunizations not regularly given? Why does the 
ANM from the PHC and even from the SC not visit large numbers of 
hamlets? The PHC doctor is asked to display her full schedule of visits, 
and to ensure that the ANM regularly visits all hamlets. 


The lesson clearly is unless the village community is involved in the 
process of supervision and functioning of the whole primary health care 
system to make it accountable to the users, there will be no real 


accountability. Any other intervention will remain tinkering at the margins. 
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Building Accountability using Panchayat Institutions. 


6.10 In this connection the group considers that Panchayats can play a key role 


6.11 


in many ways to reduce unmet needs. Panchayats have been increasing 
control over the primary health care system. But this position has been 
uneven in results on the ground. Health providers and administrators by 
and large have given a guarded welcome. Panchayati Raj institutions 
themselves have not managed to play their new role with clear 
understanding of health priorities and delivery systems. Panchayats 
represent a power structure after all and can be hierarchical tending to 
marginalize its own women members as well as those in the community. 
Introducing norms and transparency in panchayat control over health staff, 
and giving them the responsibility of ensuring delivery of health care at 
village level, would be critical for making the relationship mutually 
supportive and non-exploitation. Hence a graded set of tasks of importance 
to specific aspects of family welfare could be assigned. A series of 
feasible supervisory and record keeping task can entrusted. This will 


gradually help Panchayats to ensure accountability. 


Take for instance the issue of maternal mortality. The group would suggest 


the following tasks be entrusted to Panchayats - 


First Panchayats can help ensure regular availability of health staff 
available and women with changing in addition to health staff in 
delivering contraceptives training may be given to village women, men 


volunteer couples to work as community based distribution (CBD) agents. 


Second it can actively register pregnancies and monitor the provision of 
maternal health care by the primary health care system. Panchayat members 


may monitor entitlements in the card issued to each pregnant women. 
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6.12 


Third it can review maternal deaths occurring in the area, ascertain 


whether deceased woman received the card and essential services. 


Fourth they can add a column on whether the pregnancy was unwanted 


or mistimed. 


Fifth it can help the health system to better supervise the performance of 


its field personnel. 
Sixth it can act as a tool for health communication. 


Seventh Service providers can also use the card as a clinical record of the 
woman's health status through the maternal period especially important 
if the woman is referred to another level of care. Lastly, the card guides 


decision-making on place of delivery and referral. 


NGOs or community groups can help the panchayats by popularizing the 
card, reviewing its utilization and by carrying out verbal autopsies of 
maternal deaths occurring in the area. The card and incremental 
orientation-training activities may be funded either through government or 
external agencies. Another option is for the panchayat to nominally price 
the card for cost recovery (it costs about Rs. 2.50 to print a card with 


transparent polythene cover). 


For reviewing maternal deaths, selected residents of the panchayat or a 
local partner NGO may be trained to carry out simple verbal autopsy. 
Review of maternal deaths by the panchayat will include information on 
whether the pregnancy was (possibly) unwanted or mistimed, the extent 


to which the deceased women received routine and emergency maternal 
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health care, and the social and economic circumstances that contributed to 
her death. 


Tackling Teenage Motherhood - 


6.13 Child Marriage is a common phenomenon in several states of north India. 
It is followed by a formal "gauna" ceremony a few months to years after 
puberty, whereupon the couple begins to cohabit. As a consequence, most 
girls become sexually active around mid- adolescence and go through 
pregnancy and childbirth while still teenagers. Child marriage and sexual 
initiation violate human rights, since they occur without the free and full 
consent of the child or adolescent. A lack of political will and practical 
difficulties (for example in establishing that marriage and not merely 
engagement has occurred) have prevented the effective enforcement of the 
Child Marriage Restraint Act. Thus adolescent sexual activity is the norm 
for most girls, largely within marriage. Most girls (and their husbands) are 
either unaware of the consequences of teenage pregnancy, or lack access 
to information or services for contraception. Apart from being a health 
hazard and personal burden, teenage pregnancy is a manifestation of the 
lack of reproductive choice among adolescent girls. In addition to 
legislative a targeted public health approach can be considered taking 
sequential steps to delay "gauna" among those who have been married, 
delay pregnancy (to beyond adolescence) among those who have started 
cohabiting, and provide priority maternal care to those who have 


nevertheless become pregnant while still teenagers. 


And it would accord with the slogan "not before not 20 
and not after 30 and 


not more than two" 


Suggesting later marriage and family size at two through spacing and 


ending fertility at thirty. 
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Summary of Recommendations 


| Interventions to meet unmet need should not be viewed as an isolated 
vertical program component within the RCH program. Instead they should 
be seen an integral part of delivery of basic reproductive and child health 
services and embedded into the country's public health and associated 
nutrition and child development and schooling infrastructures. Only such 
synergy can make our efforts optimal and cost-effective. Contraception 
would then be seen not as an end in itself but as a tool to achieve larger 
aims. This perspective on contraception in NPP 2000 should inform the 


examination of the issue of meeting unmet need. 
2. This calls for a three fold approach 


First, strengthen existing strategies and sharpen the focus of existing 
public health infrastructure, for in the near term it will have to bear the 
brunt of the effort. 


Second, expand the basket of choices and improve easy availability of 


wider choice through more channels for distribution 


Last, link family planning services to new opportunities arising from 
decentralisation and economic reforms and minimum needs and link 


feasible program goals with panchayats to ensure accountability. 
3. The following areas of intervention need attention - 


# strengthen and maximise use of public health infrastructure and expand 
arrangements for counselling, and organisation of supplies and services 
with greater flexibility and responsiveness. 
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improve penetration into rural areas, urban slums, among vulnerable 
groups, and cover all areas of unmet need, with better quality and 
follow-up. 


additional Central funds and monitoring attention must flow into the five 


lagging States to bring them upto NPP national targets 


expand private - NGO - community -public partnerships, as feasible 
carefully ensuring that accountability is clearly established. 


expand the current basket of contraceptives to include lower dose OCPs, 
and other long acting spacing products after appropriate field testing / 


clinical/acceptability trials and escort them to acceptance. 


promote appropriate social market channels subject to guidelines and apply 
feasible segmentation techniques for better distribution. 


redesign IEC aspects, including face to face counselling and followup. 


link with new opportunities arising from economic reform and 


decentralisation. 


High CPRs need not necessarily lead to low TFR. Even if the percentage 
of unmet need is less than earlier, the absolute number of women will be 
much larger. This estimate needs to be finalized by the Ministry State 


wise. 


A view prevails that the definition of unmet needs should be broadened 
and that modern segmentation of market techniques should be applied to 
promote methods aggressively. The question is whether this is an 


opportune time for doing so. 
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The group would see the balance of convenience to lie in working along 
the present definition till near term goals in the lagging States are met. 
Any broad based definition must get debated more widely in a series of 
participatory processes, involving diverse stakeholders including policy- 


makers, researchers, NGOs and the community. 


Similarly new contraceptives must be added to the programme by 
including proven technologies but arrangements should exist side by side 


for informed choice follow up and counseling. 


ISM &H practitioners could be trained in the basics especially on 
counselling for promoting a small family norm Their involvement will 
extend the workforce and increase coverage and if otherwise professionally 
good his voice will influence decisions of household and community 


opinion leaders. 


There is need for due attention to quality in all methods and in creating 
safe back-up abortion facilities to help meet part of unmet needs. To meet 
unmet needs in remote areas and urban slums of past neglect we may need 
patient path-breaking NGO activity using self help groups and community 
based distribution which should be fully supported. As standards of living 
rise the demand for services will undergo change and programs should be 
nimble enough to meet them. A purely marketing segmentation approach 


by social class may be inappropriate to the complex nature of the problem. 


With differing needs and preferences among users and a cafeteria of 
services being available it is important that public information is fully 
available on new methods and also about the precautions before the launch 
to minimize controversies based sometimes on misinformation. It is 


equally necessary to ensure that the choices in contraception remain 
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informed choices in letter and spirit. 
The group will also recommend that - 


special training programs must be organized to inculcate contraceptive 
safety skills at all levels especially for ANM so that they can help in 


making informed choices. 


well thought out supportive counseling and follow-up services should be 


essential elements to ensure quality care, particularly for reversible method 


special efforts should be made to encourage men to take responsibility for 
family planning in the context of the importance of having their support 


for the program in a male dominated society. 


For new contraceptives an user escort system of giving information and 
support may be made into an additional requirement for protection of user 
Products such as Gynae-Fix (said to offer a protection for 18-20 years) ad 
ut 380A (offering protection for ten year) may be tried out in the country 
if and when found safe and efficacious under the law as if accepted they 


can over a period reduce the need for sterilisations. 


Sex education should be provided to adolescents within a positive values 
framework and provided in a manner that is not provocative or Population 
and AIDS Prevention Education including sex education as appropriate to 


age, must be made compulsory for the young. 


The Group welcomes the intention of Government to develop a new 
strategy for social marketing but could not discuss the matter further in 


depth as details of the proposed strategy could not be made available by 
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the Ministry. The group will recommend that there should be full public 
debate on the finalised draft strategy before it is implemented. The group 
will also suggest that social marketing strategy should support the 
emergence of local organs of civil society and similar motivated groups 
to cover specific regions or neglected social segments and prevent 


organised marketing firms using social marketing as a second string to the 


bow. 


The group recommends that for all new contraceptives an escort system 
may be made suitably for protection of users. Other spacing products such 
as Gynae-Fix (said to offer a protection for 18-20 years) may also be tried 
out in the country if and when found safe and efficacious under the law. 


as such long acting contraceptives can reduce the need for sterlisations. 


Unique and affordable health insurance package for low income people 
would be a challenge. Community risk assessment should form the basis 
for a selected number of common illnesses. The cover must include out 
patient treatment and also maternity. The regulator has a key role in en- 


suring this. 


There is a rising movement for the right to information and putting 
people's hands in many countries. Both could be a source of much 
innovation and should be encouraged. Panchayats can be a positive factor 
in ensuring local accountabilty. The case for such a role in maternal mar- 


keting is set out. 
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Report of the Sub-Group on Strategies to address unmet needs for 


Maternal and Child Health 


The final meeting of the sub-group on unmet needs for Maternal and 
Child Health was held under the Chairmanship of Shri A.R. Nanda, 
Secretary (FW), on 15.3.2001 at 10.00AM in the Committee Room, Nirman 
Bhawan, New Delht. 


i) 


Shri Nanda, Secretary (FW), welcomed the participants and mentioned 
that the Sub-Group was set up in the wake of the adoption of the 
National Population Policy-2000 and the decisions taken in the first 
meeting of the National Commission on Population. First meeting 
of this Sub-Group was held on December 4, 2000 when it was 
decided to constitute a small working group for formulating specific 
proposals for addressing unmet needs, which could then be 
discussed in the Sub-Group. The Working Group met on 29.1.2001, 
under the Chairmanship of Shri Gautam Basu, Joint Secretary in 
Department of Family Welfare to discuss strategies to address 
unmet needs for maternal and Child health. The Working Group 
“held detailed discussion on various issues related to maternal and 
child health and evolved a set of recommendations for consideration 


of the Sub Group, in its next meeting. 


3 Shri Gautam Basu, Joint Secretary, briefed that the working 
Group during its meeting on 291.01 had detailed deliberation on 


unmet needs for Maternal and Child Health. The main issues 


identified were non availability of para medical staff, development of 
a cadre of nurse midwives in public and private sectors, improving 
the quality of antenatal care, training programme for doctors in 
Anaesthesia, providing 24 hour delivery services at PHCs, 
training programme and popularization of simpler methods of 
improving safe abortion services, accelerating decline in Infant 
and Child Mortality and bringing about convergence among 
various departments, He informed that the working group had taken 
into account the significant achievements with regard to infant 
mortality, institutional and safe delivery rates, couple protection 
rate and life expectancy at birth. It was felt that there are, however, 
major regional disparities and critical gaps, which need to be 
addressed. Focus, therefore, needs to be given to address the gaps in 
service delivery and also adopt a holistic approach in covering 
tribal and other underserved areas like urban slums and adolescents. 
He also highlighted the major inputs provided by the Govt. of India 
under the RCH programme for improving maternal and child 
health during 9th Plan period i.e. focus on ante natal care, need to 
liberalize training course for doctors on anaesthesia making 
FRUs functional at least at district, sub-district and CHC level 
during 10th Plan period. 


While commenting on the recommendations of the Working Group 
Shri Nanda, Secretary (FW) stated that this group had more or 
less recommended a community based approach both in terms of 
provision of services, monitoring of the work and supervision. He 


mentioned that involving the community in these areas should be 


encouraged. However, he cautioned that while thinking of Community 
based health delivery system by community based workers, the past 
experience of Village Health Guide Scheme should be kept in mind. 
Therefore, any such scheme if at all, should be formulated in such a 
manner that earlier problems of Village Health Guide Scheme should 
not be allowed to re-occur. It is preferable that such an initiative should 
be area specific and handled by Gram Sabha/Panchayat and any 
honorarium etc., to be paid to such worker should be handled by the 
Panchayat and should be performance linked. He also stated that the 
neighboring countries like Sr Lanka have achieved a lot in terms on 
safe motherhood by following the community-based approaches. During 
10th Plan period, experiences of the models practiced outside India like 
Sri Lanka, Bangladesh, Indonesia and Malaysia etc., should be kept in 
view and the feasibility of their applicability in India can be worked 
out. He requested the participants to have frank discussions on each 


aspect so that a conclusive decision can be reached. 


Dr. Abhay Bang made a brief presentation in which he highlighted 
that out of total infant mortality rate of 70, neo natal mortality 
accounts for about 40-50 and Acute Respiratory Infection for about 
10. Therefore, if action is taken to reduce the neo natal mortality 
rate, automatically infant mortality rate will also be reduced 
significantly. In order to reduce the neo natal mortality, there 1s 
need to increase outreach of MCH services to every village. He 
informed in detail about the system of trained community based 
volunteer used by his organization in the Gadchiroli Project. These 


volunteers were from the villages and selected with community 


consent, were given quality training and paid according to their 
performance. Therefore, in order to expand the outreach of MCH 
services to each village, village health workers may be selected from 
the community who can be given 3 months training after which they 
can deliver the service. They can be paid fixed monthly honorarium 


and honorarium can be linked with the performance. 


Dr. Manchanda, DDG (MH), informed that for emergency obstetric 
care, there are acute shortage of anaesthetists. During the National 
Consultation held in June 2000, it was recommended by FOGSI 
and Indian Society of anesthesiologists that doctors working in 
CHCs can be given short course training for about six months on 
Anaesthesia to enable them to deal with the requirements of emergency 
obstetric cases. He welcomed the presence of Dr. Usha Sharma, 
Principal and Head of Department of Obst. & Gynae, Medical 
College, Meerut and representative of MCI in the meeting, and 
requested her that MCI should take urgent action to evolve details 
of training in the interest of improving emergency obst. care at the 
FRU/CHC level. 


Dr. Usha Sharma of MCI stated the matter regarding a short course 
training of six months on emergency obstetric care for working 
doctors so that they can render services at FRUs, is under consideration 
by the MCI. Protocol for such training courses is required to be 
developed. However, as training will be rendered by the 


Medical Colleges, it depends on them to accept the suggestion for 


this type of course. 


She also stated that doctors are not available in the rural areas 
for providing Obstetric and Gynaecology services and suggested 
that areas where obstetric care is suffering due to shortage of 
doctors, graduate-nurses may be posted there to take care of 
obstetric and gynecological care. There is however, a possibility here 
that the highly trained graduates nurses may also not like to be posted 
at CHCs and Sub-district hospitals and the problem may still persist. 
She felt that the possibilities of having a cadre of community midwives 


should be looked into in consultation with the Nursing Council of India. 


Mrs. Shashi Chugh, representative from Nursing Council of India 
stated that Indian Nursing Council 1s developing a Course for BSc 
Nursing where extensive training will be given for one and a half 
year and they will be able to manage emergency obstetric cases. 
Dr. Bais, DDG (M) in the DGHS has clarified that the proposal 
does not involve creation of any new posts at CHCs and that 
the training will be for the existing staff nurses posted at CHCs. 
It has also been clarified that the scheme is at present being taken 
up on an experimental basis. Moreover a 2 year duration, 
performance based curriculum has been developed for training of 


ANMs and this includes conducting safe delivery. 


Ms. Bhavna B. Mukhopadhyay, VHA stated that performance in 


maternal and child health care in some of the States like Uttar Pradesh, 
Bihar, Rajasthan, and North Eastern States are very poor. She added 
that for such areas, it might be appropriate to think of a village based 
health approach involving community leaders for generating awareness _ 
in the community. If necessary, partnership between NGO and Public/ 


Private sector can be developed on non-profitable basis for 


improvement in service delivery. 


Dr. Prema Ramachandran, Advisor (Health), Planning Commission, 
reiterated that the issues regarding maternal and child health are 
well identified. Efforts have to be made to strengthen and improve 
the existing health care delivery system from the grass root level. 
In the beginning, areas having shortage of health functionaries 
have to be identified. Effort should be made for 24 hours delivery 
services at PHCs level. At least the sub-divisional and district 
hospitals should be made operational for providing First level 
Referral care in all the stales, to take care of emergency obstetric 
cases. She also felt that at present we need not look at infrastructure 
addition only but also think of utilizing the existing resources more 
usefully. The existing working nurses of CHCs can be given 
advance training on emergency obstetric care so that they can look 
after the emergency obstetric cases independently in the CHCs 


where doctors are not available. 


Dr. Satpathy, Deputy Commissioner (Trg) stated that for 


sustainability of the scheme of community Health Workers, selection 
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and payment of honorarium to the volunteers should be through 
Panchayat Raj Institutions. Instead of taking of the scheme in 
large areas, it is desirable that it can be taken up on pilot basis in the 
areas having easy approaches and then may be expanded to other 


areas depending upon the success of the pilot project. 


Dr. Abhay Bang stated that due to shortage of gynaecologists 
and anaesthetists most of the FRUs are not in a position to render 
emergency obstetric care. He suggested that Government may 


consider to involve private sector for emergency obstetric care at 
FRU level. 


Dr. Manchanda DDG(MH) said that most of the FRUs even though 


equipped with equipments, not becoming functional due to 


‘shortage of skilled manpower and non- availability of Blood Bank. 


He mentioned that after the recent amendments in the Drugs 
and Cosmetic Act, blood can now be stored at FRUs etc by providing 


for the minimum requirements as provided by the recent amendments. 


It was decided that the draft recommendations based on the 
deliberations may be prepared by the Department of Family welfare 
and circulated among the members present in the meeting and 
finalized after obtaining their views. The draft Recommendations were 


accordingly circulated and the recommendations of the sub-group 


were made after incorporating the feedback received from the 


members. 


Recommendations 


The following areas were unanimously identified as priority areas requiring 


immediate attention to meet the goals set in the National Population Policy 


for reduction in maternal and infant mortality rates. 


ML, 


Vi. 


Ensure universal screening and identification of at risk mothers 
and children and develop appropriate referral services for 


management of the persons with health problems. 


Improve both quality and coverage of ante-natal, intra-partum 


and child health services with special focus on neo natal care. 


Ensure Emergency obstetric services in FRUs/CHCs. 


Provide 24 hour services for institutional delivery up to PHC 


level. 


Ensure inter-sectoral coordination especially between the ANM 


and Anganwadi workers at village level. 


Reduce maternal morbidity and mortality associated with 
induced abortions through improved access to safe abortion 


Services. 


Specific Recommendations 


(i) 


(ii) 


Training programme for doctors for providing Anaesthesia 


Shortage of anaesthesists is perhaps the single most important cause for 
inadequacy of emergency care in government hospitals particularly in 
rural areas. Even with a remuneration of Rs. 1000 per case under the 
RCH programme, services of private anaesthesists have not been 
available to rural hospitals. To overcome the shortage of anaesthetists 
at FRUs, training course of about six months on anaesthesia for 
managing emergency obstetric cases for serving doctors may be 
initiated. During the meeting, it was learnt that the Medical Council of 
India has already initiated discussions on this issue and that necessary 
protocols etc. would be developed by them. The training, however, will 
have to be based in medical colleges and the Department of Family 
Welfare will have to take up this issue with the medical colleges and 
concerned States and the Medical Council for its clearances and for 


making the protocols available. 


Operationalizing First Referral units for provision of emergency 


obstetric care 


The sub-group felt that training of anaesthesist alone may not be 


enough for providing emergency obst. care. It is also imperative that 
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(ili) 


the existing infrastructure and specialist manpower at FRUs/CHC 
is looked into critically and reorganized and mismatches betweer 
infrastructure and manpower corrected. At the first instance it woul 
be desirable to ensure provision of quality emergency care service: 
at least at the district hospital and sub-district hospital followec 
by FRUs/CHCs. Thus, developing some FRUs in a district by ensuring 
that they have the required number of specialists in position or 
have access to the services of specialists on call would be a preferred 
option rather than having a number of FRUs which may not be 
providing full range of servites. The information on location of 
emergency services /FRUs must be made available to all] villages in 
the area so that the population knows where they should reach for 
getting appropriate emergency care. The provision of emergency 
care has also to be supported by appropriate referral services from 
sub-centres to PHCs and from PHCs to the functioning First 


Referral Units providing emergency services. 


MCH out reach services for all villages 


At present the workload of ANM has increased substantially with 
more and more new programmes requiring her involvement. 
Further, in the North Indian States the ANM has to look after a 
population segment much larger than the original 5000. The 
absence of the Male Multipurpose Workers at many places has also 
added to the ANM's workload. Due to this reason, MCH out reach 


services are not available in rural villages. 


In order to ensure MCH outreach services in all villages, various 
alternatives on the line of Gadchiroli Model may be tested out by 
implementing operational research projects in some identified 
areas. Implementation on a larger scale can be taken up after 
considering the experience and implications of introducing such 


models in these identified areas. 


(iv) AWW for basic maternal & child health care services 


(v) 


The Anganwadi Workers working under ICDS should be provided 
training on basic maternal and child health services so that they can 
play vital role in primary health care delivery at village level 
particularly immunization, Vit. A, Oral dehydration, ARI and antenatal 
care. With proper training they can be an effective partner for the ANM 
to take care of the health of pregnant women and the newborn child. 
For a higher degree of motivation for these additional duties, some 


additional incentives need to be considered. 


Development of Cadre of Nurse Midwives in Public and Private 


Sector 


During the Ninth Plan, in spite of best effort, FRUs could not be made 
fully functional to handle emergency obstetric care and also 
complicated child ailments. The vacancies of specialists in CHCs, to 


the extent of about 47% has also widened this gap. With this 
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(vi) 


background, employment of more trained and skilled nursing 
personnel at the CHC/ FRU level for taking care of emergencies 
even in the absence of doctors need to be considered seriously. 
A training program has been envolved by the Department of Health 
in consultation with the Nursing Council of India and is being 


implemented on an experimental basis. 


In addition to the specialized training to nurses, it has been 


recommended that a cadre of community based midwives will have to 
be developed to take care of the needs of safe motherhood services 
particularly in remote areas of the country. These midwives could be 
trained and allowed to practice in the community in the same manner 
as TBAs/Dais. Training to these midwives could be undertaken at the 
existing nursing/ ANM training institutions with financial support 
to the trainees during the course. Details of these courses can be 
worked out in consultation with State Governments and Nursing 


Council of India. 


Improving the quality of Antenatal care 


The Working Group observed that the continued high maternal 
mortality rate is source of major concern and need to be addressed 
immediately. There are many PHCs which are under served and 
where doctors are not available. To ensure quality of antenatal 


care rendered by ANM in those PHCs, Doctors from near by 


CHC should visit the PHC at least once a week. Some incentives 
can be given for each visit. There is also a need for skill 
up-gradation training of PHC, CHC as well as sub-centre personnel 
in screening of pregnant women, identifying at risk pregnancies 
and providing appropriate care and arranging referral to appropriate 


‘institutions as envisaged under the RCH Programme. 
(vii) Training programme on MTP services 


One of the major causes of maternal death is illegal and unsafe 
abortion. The global experience is that abortions during early 
pregnancy can be managed quite well with the application of the 
simple surgical techniques like Manual Vacuum Aspiration (MVA). 
In India, however, the use of MVA technique has not been 
made popular in government hospitals so far. However, studies on 
the suitability of this technique are presently being carried out. 
During the Tenth Plan steps need to be taken to improve the access 
to MTP services, simplify procedure for recognition of individuals 
and institutions for performing MTPs, training of doctors in MTP 
in electrical/ manual vacuum aspiration as well as in the emerging 
non-surgical methods. The emphasis should be on improving access 
to safe and quality abortion services and adequate follow-up with 
the objective of reducing morbidity and mortality due to unsafe 


abortion within a short time. 
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(viii) Action for declining of Infant mortality. 


The sub group felt that IMR will be declined successfully if neo 
natal and perinatal deaths are reduced. For reducing the neo 
natal mortality, it is necessary to establish the MCH out reach 
services in all villages by involving community based volunteers at 
village level. With the aim to upgrade the level of actual coverage 
of vaccination at least up to 80% in all districts of the country 
during the 10th Plan period, involvement of NGOs and Panchayat 


Raj Institutions should be encouraged. 


List of Participants in the final meeting of the Sub-Group on Strategy 
to address unmet need for Maternal and Child Health held on 15.3.2001 
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Report of the Sub-Group on Strategies to address unmet needs 


Maternal and Child Health 


for 


The final meeting of the sub-group on unmet needs for Maternal and 
Child Health was held under the Chairmanship of Shri A.R. Nanda, 
Secretary (FW), on 15.3.2001 at 10.00AM in the Committee Room, Nirman 
Bhawan, New Delhi. 


2. Shri Nanda, Secretary (FW), welcomed the participants and mentioned 
that the Sub-Group was set up in the wake of the adoption of the 
National Population Policy-2000 and the decisions taken in the first 
meeting of the National Commission on Population. First meeting 
of this Sub-Group was held on December 4, 2000 when it was 
decided to constitute a small working group for formulating specific 
proposals for addressing unmet needs, which could then be 
discussed in the Sub-Group. The Working Group met on 29.1.2001, 
under the Chairmanship of Shri Gautam Basu, Joint Secretary in 
Department of Family Welfare to discuss strategies to address 
unmet needs for maternal and Child health. The Working Group 
held detailed discussion on various issues related to maternal and 
child health and evolved a set of recommendations for consideration 


of the Sub Group, in its next meeting. 


3. Shri Gautam Basu, Joint Secretary, briefed that the working 
Group during its meeting on 29.1.01 had detailed deliberation on 


unmet needs for Maternal and Child Health. The main issues 


identified were non availability of para medical staff, development of 
a cadre of nurse midwives in public and private sectors, improving 
the quality of antenatal care, training programme for doctors in 
Anaesthesia, providing 24 hour delivery services at PHCs, 
training programme and popularization of simpler methods of 
improving safe abortion services, accelerating decline in Infant 
and Child Mortality and bringing about convergence among 
various departments, He informed that the working group had taken 
into account the significant achievements with regard to infant 
mortality, institutional and safe delivery rates, couple protection 
rate and life expectancy at birth. It was felt that there are, however, 
major regional disparities and critical gaps, which need to be 
addressed. Focus, therefore, needs to be given to address the gaps in 
service delivery and also adopt a holistic approach in covering 
tribal and other underserved areas like urban slums and adolescents. 
He also highlighted the major inputs provided by the Govt. of India 
under the RCH programme for improving maternal and child 
health during 9th Plan period i.e. focus on ante natal care, need to 
liberalize training course for doctors on anaesthesia making 
FRUs functional at least at district, sub-district and CHC level 
during 10th Plan period. 


While commenting on the recommendations of the Working Group 
Shri Nanda, Secretary (FW) stated that this group had more or 
less recommended a community based approach both in terms of 
provision of services, monitoring of the work and supervision. He 


mentioned that involving the community in these areas should be 


encouraged. However, he cautioned that while thinking of Community 
based health delivery system by community based workers, the past 
experience of Village Health Guide Scheme should be kept in mind. 
Therefore, any such scheme if at all, should be formulated in such a 
manner that earlier problems of Village Health Guide Scheme should 
not be allowed to re-occur. It is preferable that such an initiative should 
be area specific and handled by Gram Sabha/Panchayat and any 
honorarium etc., to be paid to such worker should be handled by the 
Panchayat and should be performance linked. He also stated that the 
neighboring countries like Sri Lanka have achieved a lot in terms on 
safe motherhood by following the community-based approaches. During 
10th Plan period, experiences of the models practiced outside India like 
Sri Lanka, Bangladesh, Indonesia and Malaysia etc., should be kept in 
view and the feasibility of their applicability in India can be worked 
out. He requested the participants to have frank discussions on each 


aspect so that a conclusive decision can be reached. 


Dr. Abhay Bang made a brief presentation in which he highlighted 
that out of total infant mortality rate of 70, neo natal mortality 
accounts for about 40-50 and Acute Respiratory Infection for about 
10. Therefore, if action is taken to reduce the neo natal mortality 
rate, automatically infant mortality rate will also be reduced 
significantly. In order to reduce the neo natal mortality, there is 
need to increase outreach of MCH services to every village. He 
informed in detail about the system of trained community based 
volunteer used by his organizatjon in the Gadchiroli Project. These 


volunteers were from the villages and selected with community 


consent, were given quality training and paid according to their 


performance. Therefore, in order to expand the outreach of MCH 
services to each village, village health workers may be selected from 
the community who:can be given 3 months training after which they 
can deliver the service. They can be paid fixed monthly honorarium 


and honorarium can be linked with the performance. 


Dr. Manchanda, DDG (MH), informed that for emergency obstetric 
care, there are acute shortage of anaesthetists. During the National 
Consultation held in June 2000, it was recommended by FOGSI 
and Indian Society of anesthesiologists that doctors working in 
CHCs can be given short course training for about six months on 
Anaesthesia to enable them to deal with the requirements of emergency 
obstetric cases. He welcomed the presence of Dr. Usha Sharma, 
Principal and Head of Department of Obst. & Gynae, Medical 
College, Meerut and representative of MCI in the meeting, and 
requested her that MCI should take urgent action to evolve details 
of training in the interest of improving emergency obst. care at the 
FRU/CHC level. 


Dr. Usha Sharma of MCI stated the matter regarding a short course 
training of six months on emergency obstetric care for working 
doctors so that they can render services at FRUs, is under consideration 
by the MCI. Protocol for such training courses is required to be 
developed. However, as training will be rendered by the 


Medical Colleges, it depends on them to accept the suggestion for 


this type of course. 


She also stated that doctors are not available in the rural areas 
for providing Obstetric and Gynaecology services and suggested 
that areas where obstetric care is suffering due to shortage of 
doctors, graduate-nurses may be posted there to take care of 
obstetric and gynecological care. There is however, a possibility here 
that the highly trained graduates nurses may also not like to be posted 
at CHCs and Sub-district hospitals and the problem may still persist. 
She felt that the possibilities of having a cadre of community midwives 


should be looked into in consultation with the Nursing Council-of India. 


Mrs. Shashi Chugh, representative from Nursing Council of India 
stated that Indian Nursing Council is developing a Course for BSc 
Nursing where extensive training will be given for one and a half 
year and they will be able to manage emergency obstetric cases. 
Dr. Bais, DDG (M) in the DGHS has clarified that the proposal 
does not involve creation of any new posts at CHCs and that 
the training will be for the existing staff nurses posted at CHCs. 
It has also been clarified that the scheme is at present being taken 
up on an experimental basis. Moreover a 2 year duration, 
performance based curriculum has been developed for training of 


ANMs and this includes conducting safe delivery. 


Ms. Bhavna B. Mukhopadhyay; VHA stated that performance in 


maternal and child health care in some of the States like Uttar Pradesh, 
Bihar, Rajasthan, and North Eastern States are very poor. She added 
that for such areas, it might be appropriate to think of a village based 
health approach involving community leaders for generating awareness 
in the community. If necessary, partnership between NGO and Public/ 


Private sector can be developed on non-profitable basis for 


improvement in service delivery. 


Dr Prema Ramachandran, Advisor (Health), Planning Commission, 
reiterated that the issues regarding maternal and child health are 
well identified. Efforts have to be made to strengthen and improve 
the existing health care delivery system from the grass root level. 
In the beginning, areas having shortage of health functionaries 
have to be identified. Effort should be made for 24 hours delivery 
services at PHCs level. At least the sub-divisional and district 
hospitals should be made operational for providing First level 
Referral care in all the stales, to take care of emergency obstetric 
cases. She also felt that at present we need not look at infrastructure 
addition only but also think of utilizing the existing resources more 
usefully. The existing working nurses of CHCs can be given 
advance training on emergency obstetric care so that they can look 
after the emergency obstetric cases independently in the CHCs 


where doctors are not available. 


Dr. Satpathy, Deputy Commissioner (Trg) stated that for 


sustainability of the scheme of community Health Workers, selection 
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and payment of honorarium to the volunteers should be through 
Panchayat Raj Institutions. Instead of taking of the scheme in 
large areas, it is desirable that it can be taken up on pilot basis in the 
areas having easy approaches and then may be expanded to other 


areas depending upon the success of the pilot project. 


Dr. Abhay Bang stated that due to shortage of gynaecologists 
and anaesthetists most of the FRUs are not in a position to render 
emergency obstetric care. He suggested that Government may 
consider to involve private sector for emergency obstetric care at 
FRU level. 


Dr. Manchanda DDG(MH) said that most of the FRUs even though 


equipped with equipments, not becoming functional due to 


shortage of skilled manpower and non- availability of Blood Bank. 


He mentioned that after the recent amendments in the Drugs 
and Cosmetic Act, blood can now be stored at FRUs etc by providing 


for the minimum requirements as provided by the recent amendments. 


It was decided that the draft recommendations based on the 
deliberations may be prepared by the Department of Family welfare 
and circulated among the members present in the meeting and 
finalized after obtaining their views. The draft Recommendations were 


accordingly circulated and the recommendations of the sub-group 


were made after incorporating’ the feedback received from the 


members. 


1] 


Recommendations 


The following areas were unanimously identified as priority areas requiring 


immediate 


attention to meet the goals set in the National Population Policy 


for reduction in maternal and infant mortality rates. 


Ml, 


Vi. 


Ensure universal screening and identification of at risk mothers 
and children and develop appropriate referral services for 


management of the persons with health problems. 


Improve both quality and coverage of ante-natal, intra-partum 


and child health services with special focus on neo natal care. 


Ensure Emergency obstetric services in FRUs/CHCs. 


Provide 24 hour services for institutional delivery up to PHC 


level. 


Ensure inter-sectoral coordination especially between the ANM 


and Anganwadi workers at village level. 


Reduce maternal morbidity and mortality associated with 
induced abortions through improved access to safe abortion 


Services. 
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iv) Involvement of men and changing power relations in fasiethy 
society : 


and 


3.6 In view of the fact that we are laying emphasis on reproductive 
rights, informed choice and autonomy, it is important that attention 
is given to underlying social issues which relate to decision making 
and lack of choices at the level ot ihe family. This involves the 
social conditioning of roles and responsibilities which one learns 
from one's 'culture'. It also means trying to address the structural/ 
fundamental inequalities that exist and give rise to certain 
situations. For example, it 1s important that solution to anemia etc. 
is not viewed as a problem, which can be solved by distributing 
folic acid, but also as an issue of inadequate nutrition, which also 
has socio-cultural determinants. 


vy) Women's participation 


37 For an empowerment approach to be well integrated into 
health programmes it is important that women's participation 1S 
incorporated at each stage of the programme and issues regarding 
power structures are also dealt with. The entire conceptual shift 
from targeted family planning to reproductive health, which is based 
on informed choice, is to allow women to voice their preference 
and needs. However, for women to be able to speak out within 
the family and community social factors have to be taken into 
account and conditions create for an enabling environment which 


would allow this to happen. 
Status of Women's Health 


41 The experience of economic progress, political developments and 
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43 


44 


social transformation of the last 50 years, indicate that although 
women of India have made major gains in terms of decline in 
maternal mortality and rise in life expectancy, increase in female 
literacy and employment, mobilization through self help groups and 
representation at the grassroots level democracy etc., large gender 
gaps still exist in almost every sphere of life, which do not empower 
women to have informed choices on their health and nutrition. 


India accounts for nearly 25% of the world's maternal deaths. Every 
year about 1,25,000 Indian women die from pregnancy-related causes 
many of which are preventable. Poor maternal health results in low 
birth weight and premature babies. More than 7% of the new born 
babies perish every year. Nearly 2.3% of the babies who survive the 
first year perish before they complete five years. The number is more 
in case of female babies. 


The mean age of marriage at the national level is 19.5 years, but about 
17.4 percent of girls are married below the age of 18 years. 
Corresponding rates show marked rural (20.3%) and urban (7.4%) 
difference. 8.3% of fertility in India is contributed by mothers below 
19 years of age and this is also linked with pregnancy wastages 
ranging form premature death, still birth, neonatal deaths, low birth 
weight babies and maternal morbidity. 


Micro Studies have indicated that women do not get adequate nutrition 
during pregnancy and lactation. The dietary intake of women in the 
lower economic group is deficient by 500 to 600 calories. In the above 
7 years age group there are gender differences in consumption of 
cereals, pulses, and milk products. In the above 18 years groups, gender 
difference is quite prominent in the intake of energy rich food. 
According to an assessment of underweight and stunted growth of 
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46 


47 


48 


children (1997), in the age group of 1-5 years, almost half (49.1 %) of 
the girls were underweight and 20.3 per cent were severely 
underweight. Stunting was observed in 56 % percent of girls. The ee 
Mass Index (BMI) indicates that more women (36.1 %) than aa 
(28.6%) are affected by various stages of Chronic Energy Deficiency. 


Research has provided enough information on women's morbidity 
linked with the environment like indoor air pollution, iodine deficiency 
of soil/water, flurosis and arsenic related disorder, use of fossil fuels 
etc. The spread of Tetanus, Pneumonia, Dysentery, Typhoid, Cholera, 
Plague do not need any further research to prove their relationship 
with environment and sanitation. The brunt of all these fall 
disproportionately on women. 


Several domestic chores as also occupational work of many kinds 
affects the women and leads to an incurable state of health. This is true 


both at household level and at the work place specially in the 


unorganised industry sector where maximum number of women earn 
their livelihood. 


Chronic Mental depression and neurosis in girls and adult females 
is quite wide spread, but the present health care delivery system and 


social attitude are ill equipped to tackle them especially in rural areas. 


Studies have indicated that women are biologically and 
epidemiologically more vulnerable to AIDS. Male to female 
transmission of HIV is twice as efficient than female to male. 
Moreover, majority of Indian women being anemic, transfusion of 


blood during child birth is quite common making the women more 
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susceptible to the contact. Besides social factors like lack of contro 
over their own body, early marriage and repeated pregnancies, lac 

of information, poverty induced/forced prostitution, promiscuity o 

husbands etc. make them more vulnerable to this disease. The impac 
of HIV and AIDS on women is also much more severe and critical. 
First, inter-generational transmission of the disease takes place through 
women. Secondly, the rejection and ostracisation of women and girls 
are much more than for males. Further, women and girls suffer 
disproportionately from the burden of the disease. The traditional 
gender role of women in caring for the sick make them more 
susceptible to the disease. Girls of AIDS affected families often ia 


to leave the school to care for the sick. 


Women are the victims of a whole plethora of violence committed 
against them - infanticide, torture, rape, molestation, battering, 
trafficking, prostitution, forced marriage, dowry death, custodial 
violence and so on. This is a reflection of the deep rooted ‘gender 
ideology' of society. Often the crimes are committed by people who 
are close to the victims and are traditionally supposed to be their 
protectors. But the victims, especially the sexually abused girls and 
women, face the brunt of the act more than the abuser. Only a miniscule 
of the acts of violence committed against women are covered under 
legal provisions and the bulk of them go unreported. Complex and 
lengthy legal procedures, often involving substantial expenditure, 
poor rate of conviction and lack of support from relatives and 
community are the important reasons for under reporting of crimes 
against women. Even then the crimes committed against women in 


relation to the total crimes, has increased from 11% in 1996 to 13.5% 
in 1998. 


4.10 Poverty in general, and extreme poverty in particular. has a s 


4.1] 


ignificant gender dimension. Studies has_ been revealed that (1) 
the percentage of adult women exceeds the percentage of adult 
men below the poverty line, both in rural and urban areas; (ii) the 
percentage of children in the 0-4 age group in poor households 
exceeds that of non-poor households, and (111) in both urban and 
rural areas, disadvantaged groups of women from Scheduled 
Castes and Tribes constitute a high proportion of the poor. Incidence 
of poverty is positively co-related with IMR - a poor couple 
perceives an additional child to be an investment, both as security 
against probable mortality of the surviving child and as a potential 


wage earner. 


Significant co-relation between spread of female literacy and decline 
of fertility has been observed throughout the country although there 
are regions where fertility has declined despite prevalence of 
illiteracy. A lot of gains have been made in the recent years in female 
illiteracy. For the first time the number of absolute illiterates has 
declined and rate of growth of female literacy has outpaced that of 
males. But still 45.84% of females in the age group of 6 to 50 are 
illiterates. The gap between male and female literacy is still as wide 


as 22 percentage points. 


The State of Indian Children 


. | 


India is to home the largest number of children in the world. Nearly 
one third of its population -328.20 million in absolute terms - 1s 
children below the age of 15 years. About 45% of its population 
are minors i.e, below the age of 18 years. The country had formulated 
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5.3 


4 National Policy for Children in 1974 and ratified the United 
Nations Convention on the Rights of the Child in 1992. A National 
Plan of Action for Children (NPAC) was also drawn up in 1992, which 
had set goals for various indicators to be achieved by the year 2000. 
But most of these goals have remained unfulfilled, although significant 
improvements have taken place in all the crucial indicators like 
infant and child mortality rates, school enrolment ratios, drop-out 


rates, levels of mal-nutrition etc. 


Infant mortality has remained around 72 per 1000 live births with 
no significant improvement in the nineties unlike in the eighties. 
This is much below the average of 6 in developed countries, 64 
in developing countries and the world average of 59. There are 
significant disparities across States, within the States and among 
castes, communities and other ethnic groups. Kerala for instance, 
has IMR of 13 per 1000 live births against 94 in Madhya Pradesh: 
The Infant mortality rate among Scheduled Castes is 24% higher 
than the national average. Like-wise, the rural and urban 
differentials also continue to be very high - 46 in urban areas 
as compared to 78 in rural areas. The underlying reasons of high 
infant mortality are early marriage and childbearing, lack of birth 
spacing, inadequate maternal nutrition, inadequate antenatal care, 
and large proportion of deliveries lacking supervision by trained 
birth attendants. 


The Child Mortality Rate (CMR) of India is also very high 25 
children out of every 1000 who survive the first year die before 
they complete 5 years. India ranks 49 out of 189 countries in CMR 
.e, if the worst is ranked 1, India is 49th. This reflects the inability 
of families to look after their young children. Despite efforts being — 
made under the Integrated Child Development Services programme, 
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malnutrition continues to remain a principal underlying cause of 
morbidity and mortality in under-5 children. This is because 
intrauterine growth retardation caused by inadequate nutrition 
during pregnancy cannot be corrected later on. It is an alarming fact 
that one out of three children are born in India with low birth 
weight (<2500 g). Coupled with unsupervised delivery and delayed 
complementary feeding, unhygienic sanitary practices and lack 
of access to safe drinking water, the average child succumbs to 
acute respiratory infections and diarrhea. 


Malnutrition constitutes a major threat to the development potential 
of young children. Although surveys conducted by the National 
Nutrition Monitoring Bureau, Hyderabad have confirmed that there 
has been a declining trend in severe and moderate degrees 
of malnutrition amongst children, the micro-nutrient deficiencies, 
viz. Vitamin A, iron and iodine have been affecting children in 
various degrees. The national data indicates that although the 
proportion of nutritional blindness has reduced drastically, yet the 
sub-clinical deficiency of vitamin A still continues. 


Other health concerns of the children are vaccine preventable 
diseases, birth asphyxia, injury and disability, Mother to Child 
Transmission (MTCT) of HIV and iodine deficiency disorders. 
While India has achieved great success with the Pulse Polio 
Campaign, reports indicate that this has affected routine 
immunization under the Universal Immunization Programme where 
the coverage has slipped in recent times. Birth asphyxia is linked 
to lack of resuscitation facilities during delivery. Many cases of 
congenital birth defects and mental retardation are caused due to 
neglect at the time of birth, which are preventable. 
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56 A growing incidence of HIV positive mothers in the general 


5.7 


6.1 


population suggests that problem of HIV infected children may soon 
emerge as a serious problem to be reckoned with, The rate off 
transmission from a HIV positive mother to her child varies 
between 15 to 40% with increased risk if the child 1s breastfed. A child 
infected at birth, unlike in the case of adults with HIV has a short 
window period of 3-5 years before the infection overwhelms the 


developing immune system of the child. 


Education 1s a right of every child. The Directive Principles of State 
Policy enshrined in the Constitution of India require the State to 
provide free and compulsory elementary education to all children up to 
the age of 14 years. Although there has been a substantial increase in 
the enrolment of children at all levels of schooling, yet 100 million 
children are estimated to be out of school. Most of these children are 
vulnerable to neglect. The NSS survey of 1977 has indicated that child 
labour in the country has increased to 17 million as compared to 13.6 
million in 1981 and 11.3 million in 1991. As many as 4.15 lakh 


children live on the streets in the mega cities of Bangalore, Mumbai, 


Calcutta, Delhi, Hyderabad and Chennai and are exposed to all types 
of exploitation. 


Adolescents comprise about a fifth of India's population, but they 
have so far not been recognized as a target of any Strategy for 
development in the country. They are important human resource 
material, which can be effectively moulded and channelised for — 
nation building. A bulk of population in this age group, particularly — 
in the rural areas, are drop outs from schools and are vulnerable | 
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to exploitation of various sorts. The adolescent girls particularly 
are at high risk of anemia and mental and behavioral disorder 
A three-fold strategy must be adopted for helping adolescents 
in the country. First, efforts should be made to retain them in the 
education system by progressively reducing the rate of dropouts 
from schools and colleges through improvement in educational 
facilities. Secondly, vocational training and skill development for 
the drop outs should be organized in various traditional and non 
traditional trades, depending on their aptitudes and job opportunities, 
to prepare them to become self sufficient economically and responsible 
citizens of the country. Thirdly, the nutritional requirement of 
the adolescents, particularly of the adolescent girls, should be a 
matter of special concern, since they are the potential mothers and 
any investment in their health and nutrition shall not only empower 
them to be better women, but also be an insurance against the 
underweight and under nourished children of the future. Improvement 
of health of the adolescent girl is a definite way of breaking the inter 
generational cycle of malnutrition in the population. The adolescent 
girls need also to be protected from unwanted pregnancies and 
sexually transmitted diseases. Reproductive health services for 
adolescent boys and girls is particularly needed in rural areas 


where adolescent marriages and pregnancies are widely prevalent. 
Strategies for Intervention 


71. The intervention strategy for empowering women to have informed 
‘and effective choices on their health and nutrition and for the 


development of children and adolescents has to be multi-pronged. 


21 


7.2 


ii) 


x 


Convergence of service delivery at village levels 


There are two main programmes in the Department of Women and 


Child Development, which aim at convergence of services delivery at — 


the village level, namely, Integrated Child Development Scheme (ICDS) 
and Integrated Women.'s Empowennent Programme (IWEP). The ICDS 
network through Anganwadi Centres reaches 85% of the villages and 
hamlets in the country. The IWEP (erstwhile Indira Mahila Yojana) 
which extends to 650 blocks operates through the self help groups of 


women. Both these programmes can be effective vehicles for the 


implementation of the National Population Policy. It is therefore 


critical that both the schemes are universalized. 


Nutrition 


The Supplementary Nutrition provided under the ICDS Scheme is one 
of the most vital components under Basic Minimum Service Programme 
aimed at eradication of the menace of malnutrition of children and 
women. The success of the programme however depends largely on 
adequate provision of funds to the States and UTs. An Action plan 
needs to be drawn up for taking up nutrition in a mission mode to cover 
infants, adolescent girls, pregnant and lactating mothers - the three 


critical links in the inter-generational cycle of malnutrition. One 


intervention that has successfully worked in improving nutrition levels 


as well as impacting favourably on retention of children in schools is 
the mid-day meal scheme. This has shown positive results in 
programmes like TINP and needs to be replicated widely. 
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iii) Formation of Self-Help Groups 


74 The formation of self-help groups as a basis for the social and 


iv) 


7.2 


economic empowerment of deprived and disadvantaged women 
has been found to be a successful mechanism for the organization, 
mobilization and self development of women. This has been tested 
through the IMY and Swa Shakti projects of the Department of Women 
and Child Development and 1s being replicated in a number of 


programmes of other Departments. These groups can facilitate the 


process of economic empowerment through thrift and savings, 


training and skill upgradation and access to credit and other 
productive resources. They can also be instruments of social 
empowerment through awareness generation and convergence of 
delivery of schemes. With the feeling of ownership and management 
of their own resources and savings, poor women have been able 
to choose their priorities and have even been found to cover the cost 
of additional nutrition and health gaps. The success of this 
approach has resulted in universalization of this mode of organization 
in all the southern States. There is a need to replicate this mode 


throughout the country. 


Access to Resources 


The issue of improved health and nutrition 1s intimately linked to 
access to and control over local, social, and economic structures. For 


women to be empowered we need to ensure 


a) equitable access and distribution of resources like land, credit etc. 
b) access to education. 
c) access to health /nutrition 


d) access to water and sanitation 
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7.6 


vi) 


7.7 


This implies that resources should flow into these areas to bridge 
the gender gap and that systems be developed to plan, implement and 
monitor the 'bridging' of the gap. Various studies have shown that 
ownership of land tends to reduce fertility by providing an alternate 
means of security. Similarly education has its own impact on 
reproductive behaviour of both men and women. Improving the 
access of women/households in rural areas and urban slums to safe 
sources of drinking water will free them from the drudgery of 
fetching water and in decreasing the morbidity resulting from 
water-borne diseases such as diarrhoea and cholera. This will 
impact positively on the health and energy levels of women. Access 
to technologies which can reduce the drudgery of women on the 
various works performed by them both within and outside the 
household is also a very useful intervention for empowering the women. 


Women's Component Plan . 


While the Planning Commission has already incorporated the concept 
of Women's Component Plan in the 9th Five Year Plan whereby 30% 
of funds/ benefit on every women related sector actually flow to 
women, it is important that guidelines are finalized early so that this 
could be implemented effectively. 


Development of Gender Disaggregated Data System 


One of the constraints in the preparation, implementation and 
monitoring of plans for the development of women is the absence of 
gender segregated data on various indices of development at the 
State, district and sub district levels. This lacunae in our statistical 
system should be addressed on a priority basis. 
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vil) 


78 


viii) 


7.9 


ix) 


7.10 


Legislation 


Laws should be gender sensitive and ensure equal provision and 
access to resources for men and women. Also there needs to be a much 
broader focus on implementation issues. Many of the existing 
statutes such as Indecent Representation of Women's Act, Minimum 
Wages Act, Equal Remuneration Act, and Pre-natal Diagnostic 
Act, Maternity Benefit Act, etc., are implemented more in their 
violation. A number of these Acts are under review in order to 
strengthen their provisions. The Maternity Benefit Act needs to be 
strictly implemented and expanded to cover women in the informal 
sector, along with provision of paid leave for a longer period. 


Freedom from Violence 


Women and girls face violence in various forms at various stages of 
their life cycle. This takes the form of female foeticide and infanticide, 
rape, dowry death and more indirect forms such as desertion or 


abandonment of older women. This calls for a multipronged strategy of 


implementation of laws, awareness, community sanctions etc. 
Participation in Political Life 


For empowerment, women need to have a voice in decision making 
and planning through adequate representation. Reservation of women 
in the rural and urban local bodies had enabled representation of 
nearly a million women at the grassroots who play a very important 
catalytic role in transforming the society. Similar representation 
in State Legislature and Parliament would further strengthen the 


process of empowerment of women. 
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x) Sustained Media Campaign 


7.11 One of the most effective interventions that can take place to 
address the issues of attitude and mind sets of men and women, of 
the community and also of the functionaries of the government - the ~ 
bureaucracy, police and judiciary is media campaigns. A sustained 
campaign through the print, electronic and folk media is necessary 
on various issues related to empowerment of women, health and 
nutrition, laws, value of the girl child, violence against women etc. 


7.12 As the Sub Group was deliberating on the issue of empowerment 
of women, the National Policy for Empowerment of Women (NPEW) 
was approved by the Government. The Policy makes a series of 
prescriptions for the economic and social empowerment of women 
and for mainstreaming the gender perspective in the development 
process. The policy has also enjoined upon all Central and 
State Ministries to draw up time bound Action Plan for translating 
the Policy into a set of concrete actions and measurable goals to 
be achieved by 2010. 


7.13 The Policy has also talked about identification and commitment of 
resources and responsibilities for implementation of the action 
plans and of development of suitable structures and mechanisms to 
ensure efficient monitoring, review and gender impact assessment 
of plans and policies. 


National Socio Economic Goals 


8.1 The objectives of National Population Policy have been conceptualised 
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8.2 


8.3 


into three stages - 


a) Immediate - to address the unmet needs for contraception 
health care infrastructure, and health personnel, and to provide 


integrated service delivery for basic reproductive and child 
health care. 


b) Medium-term - to bring the TFR to replacement levels by 2010, 
through vigorous implementation of inter-sectoral operational 
strategies. 


c) Long-term - to achieve a stable population by 2045, at a level 
consistent with the requirements of sustainable economic growth, 
social development, and environmental protection. 


In pursuance of these objectives, the NPP has fixed a set of fourteen 
National Socio Demographic Goals to be achieved in each case by 
2010. The NPEW has also urged that measurable goals to be 
achieved by 2010 have to be fixed in the Action Plan although 


these goals have not been stated in the Policy itself. Both the 


Action Plans of NPEW and of the medium term objectives of the 
NPP have taken the year 2010 as their time frame. There is urgent 
need therefore for operationalisation of the convergence of the 
two Policies through the Action Plans of the Governments at the 
national and State levels. In other words, the fourteen National Socio 
Demographic Goals should inform the preparation of the Action 
Plans under NPEW and to that extent guidelines should be issued by 
the Department of Women and Child Development to all the State 
Governments and Union Territories. 


These fourteen National Socio Demographic Goals of NPP are: 
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a) 


b) 


h) 


k) 


Address the unmet needs for basic reproductive and child health 


services, supplies and infrastructure. 


Make school education up to age 14 free and compulsory, and 


reduce drop outs at primary and secondary school levels to below — 


20 percent for both boys and girls. 
Reduce infant mortality rate to below 30 per 1000 live births. 
Reduce maternal mortality ratio to below 100 per 100,000 live births. 


Achieve universal immunization of children against all vaccine 


preventable diseases. 


Promote delayed marriage for girls, not earlier than age 18 and 


preferably after 20 years of age. 


Achieve 80 percent institutional deliveries and 100 percent 


deliveries by trained persons. 


Achieve universal access to information/counseling, and services 
for fertility regulation and contraception with a wide basket of 


choices. 


Achieve 100 per cent registration of births, deaths, marriage and 


pregnancy. 


Contain the spread of Acquired Immunodeficiency Syndrome 
(AIDS), and promote greater integration between the management 
of reproductive tract infections (RTI) and sexually transmitted 
infections (STI) and the National AIDS Control Organisation. 


Prevent and control communicable diseases. 
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8.4 


8.5 


|) Integrate Indian Systems of Medicine (ISM) in the provision of 
reproductive and child health services, and in reaching out to 


households. 


m) Promote vigorously the small family norm to achieve replacement 
levels of TFR. 


n) Bring about convergence in implementation of related social sector 
programs so that family welfare becomes a people centred 


programme. 


It may be seen that out of these fourteen goals the first seven relate 
directly to the women and children and the remaining seven concern 
them indirectly, although vitally. The Sub Group deliberated on each of 
these goals. Judging by the pace of progress achieved in the social 
sectors in the last fifty years, the Sub group felt that implementation of 
these goals during the course of a decade may become extremely 
difficult and challenging unless there is commitment of adequate 
resources by the Central and State Governments on the social sector, 
particularly in the fields of health, education and nutrition and unless 
there is strong and effective convergence of services at the 
grassroot level involving all the stakeholders and the functionaries 


of all the related Government agencies. 


Reduction of IMR to below 30 per 1000 and of MMR to below 100 per 
100,000 live births from 72 and 408 at present would require 
identification of the blocks (i) where IMR has already reached below 
30 level, (ii) where it has reached a threshold level, (111) where it would 
reach the mark during the decade given the normal rate of progress 
already achieved, (iv) where it would need additional input and (v) 
where it would require substantially additional input of both child and 
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8.6 


8.7 


maternal care services. At present no scientific system of continuous 
grading and monitoring of ICDS services, according to the level of 
achievements of IMR and MMR, exists at the national level. Uniform 
guidelines and criteria are applied to all the ICDS blocks throughout the 
country, irrespective of the levels of achievement. This must be 
replaced by a block specific flexible approach with additional 
anganwadi centers and additional supplementary nutrition wherever 
required. This should be put in place immediately in consultation with 
the State Governments and other stakeholders. 


Although there are marked differences in the level of IMR/MMR 
between ICDS and non-ICDS blocks, such differences are very 
marginal in many blocks. In Uttar Pradesh, for example, average IMR 
in ICDS blocks is 86 per 1000 live births against 86.5 in non-ICDS 
blocks. This strongly suggests that the programme has not been 
properly implemented in certain States of the country. There is an 
urgent need for analyzing the causes of poor performance in some 
blocks and to take effective remedial steps for improving the level 
of performance in a time bound manner. 


It is unfortunate that in the division of responsibilities between the 
Central and State Governments, Government of India have chosen 
the 'easy to manage' task of providing the cost administrative services 
and of medicines and learning materials, while entrusting the job 
of funding and arranging the nutrition items to the State Governments. 
Given the critical resource position of most of the State Governments, 
nutrition always remains a neglected priority for them. There are 
reports that the supplementary feeding programme in the States was 
not taken up for months together. Even the Additional Plan 
Assistance under Prime Minister's Gramodaya Yojana (PMGY) was 
not utilized for supplementary nutrition in many States. It is unfortunate 
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8.8 


8.9 


that when the country is facing the problem of storage of surplus food 
grains procured by the Food Corporation of India, there are large 
number of infants and mothers who die every year due to lack of 
nutrition. 


The country's achievement in food security must be converted 
into nutritional security by effectively distributing the surplus food 
grains at least to infants and mothers through the network of ICDS 
centers. This should be taken up in a mission mode, if the targets of 
IMR / MMR are to be achieved within the given time frame. 


It is also unfortunate that the most backward areas of Bihar, 
Jharkhand and Uttar Pradesh, which have the highest incidence of 
infant and maternal mortality, have not yet been covered under 
the ICDS. These 450 blocks, which should have been the first charge 
on the programme, have been kept last in the priorities of the 
Government. The ICDS must immediately be extended to all the 
remaining blocks of the country and the unusual time lag between 
the sanctioning of the projects and the actual operationalisation must 
be reduced to a minimum. It is seen that the time lag is sometimes 
as high as two years, which cannot be justified by any means 


whatsoever. 


8.10 The ICDS programme must also be effectively converged with the 


grassroot level programmes and infrastructure of Health and 
Family Welfare Departments, if the desired goals of IMR / MMR 
and of universal immunization of children against all vaccine 
preventable diseases are to be achieved. The States like Orissa and 
Gujrat, where such convergence has taken place, have done remarkably 
well, in a relatively short period of time. In most of the States the 


3] 


programmes suffer due to the lack of effective co ordination between 
the Department of Women and Child development and the Departmeng 
of Health and Family Welfare. The village Panchayats and the 
community should also be involved more effectively with the 


functioning of the ICDS centers. 


7 


It is a matter of national shame that despite the Constitutional 
directive to the State to endeavour to provide within a period of 
ten years from the commencement of the Constitution, free and 
compulsory education for all children until they complete the age 
of fourteen years, more than 100 million Indian children either do 
not get admitted to schools or drop out. It is high time that the 
Directive Principle 1s converted into justifiable Fundamental Right 
of citizens and a comprehensive package of incentives and disincentives 
are built into our national education system to make it a reality. 
The Balika Samriddhi Yojana, which links payment of scholarship 
to girls to duration of school attendance should be implemented 
more vigorously and provided with adequate funds. 


8.12 The average age of marriage at the national level has already 


reached 19.5 years and therefore achieving the target of 20 years by 
2010 would seem to be an easily achievable task. But the average 
conceals significant regional differences. Child marriage is still a 
practice in many States. About 20.3% percent of girls in the rural areas 
are married before 18 years. 8.3% percent of fertility in India is 
contributed by mothers below 19 years of age and this is closely linked 
with pregnancy wastages ranging form pre-mature death, stillbirth, 
neonatal deaths, low birth weight and maternal morbidity. Therefore, 
region specific strategies and action plans need to be worked out to 
achieve this national goal. 
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Jperational Strategies 


2.1 The Action Plan under NPP 2000 has outlined operational strategies 
for (1) empowering women for health and nutrition, (11) child health 
and survival and (111) adolescents. (a Summary is provided at 
Annexure |). The Sub Group considered these strategies, but while 
broadly agreeing with them felt that the overwhelming emphasis 
placed on maternity and childcare services can not be taken as 
‘stand alone strategies'. Rather these should be effectively integrated 
with the overall perspectives, strategies and programmes for empowerment 
of women and of development of children and adolescents, as outlined 


in this report. 


Recommendations 


10.1 The Sub Group makes the following recommendations for the 


consideration of the National Commission on Population : 


a) 


The task of stabilization of population is not simply a question 
of birth control or contraceptives. It is intrinsically connected 
with the larger issues of alleviation of poverty, empowerment 
of women, changing mind set of men, women and community 
and of creation of opportunities and enabling environment of 
all round development of women, children and adolescents. 
There is a tendency to marginalize these 'strategic' issues in the 
belief that 'practical' needs are in some sense more immediate, 
urgent and easier to manage. Unless these practical needs of 
women are conceived within a long run and 'strategic' framework, 
there is a danger of losing sight of the essential inter connections 
between the two. In principle a long-run goal may well be 
achieved through a series of co-ordinated short-term strategies, 
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b) 


c) 


but in practice these may turn out to be stand-alone pieces, which 
could be symptoms of a long run structural malaise. Defining 
‘short term' goals simply in terms of combating such symptoms 
would be tantamount to treating the symptom of the disease 
rather than treating the disease itself. Therefore, it is extremely 
important to design strategies for empowerment of women and 
for development of children and adolescents, keeping this 


disease in mind. 


The long awaited approval of National Policy for Empowerment 
of Women which has closely followed the National Population 
Policy is a welcome development. It is understood that a 
new National Policy on Health and a National Policy on Youth 


are under consideration. The Government is also seized with the 


idea of declaring basic education as a Fundamental Right of 
citizens and formulating a Charter of Rights of Children. All these 
efforts should be integrated and the National and State Action 
Plans to be framed under each of these Policies should be 
effectively converged for the effective delivery of services at 
the grassroot level. The broad National Socio Economic Goals 
of NPP should inform the process of preparation of the Action 
Plans under NPEW. 


The Planning Commission should make a commitment of 
adequate resources for the effective implementation of Plans 
to achieve the National Socio Economic Goals. At present less 
than 10% of the Annual Budget is spent on the social sector. 
There is a strong need and justification to substantially step 
up allocation to all these sectors, such as health, education, women 
and child development, rural development, social welfare etc. 
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d) 


e) 


g) 


Both the programmes on Integrated Child Development 
Services (ICDS) and Integrated Women's Empowerment 
Programme (IWEP) should be universalized covering all 
the development blocks of the country, but the design, content 
and guidelines of the projects under both the programmes 
should be flexible enough to meet the specific requirement of 
the blocks so that they are in a position to achieve the National 
Socio Economic Goals within the time frame prescribed in 
the NPP. 


Larger number of creches/day care centers should be opened 
to encourage female participation in the economy and also to 
create a positive impact on enrolment and drop out rates of girl 
children. 


The Kishori Shakti Yojana as a component of ICDS, which has 
been taken up in 2000 blocks needs to be reworked and 
restructured to have a developmental approach rather sectoral 
approach. It should have a gender centred adolescent nutrition 
and development programme and should aim at a high level of 
adolescent participation. It should meet the requirements of 
nutrition, training and education of the adolescent girls so that 
they can gain the knowledge and self-confidence to be informed 
and capable members of society. The restructured programme 
should be universalized to cover all the blocks in the country. 


A strong focus on the adolescents should be built in various 
programmes and schemes to address their concerns related to 
health, nutrition, sexual activity and behivour, vulnerability to 
HIV / AIDS etc. Sex education is an area which needs to be 
specifically addressed. 


35 


h) 


\) 


k) 


The gains made by the country in food security should be 
converted into nutritional security of children and the mothers 
below the poverty line to completely eliminate nutrition related 
deaths within a given time frame. Here again block specific 
strategies need to be worked out in consultation with all the 


stakeholders. 


The constitutionally mandated country wide Panchayat Raj 
Institutions with one third of its Members and Chairpersons from 
among the women, has the potential to co-ordinate various 
programmes of the government on women and children according 
to the needs and requirements of the micro level realities and to 
monitor the services to the community. If properly constituted and 
adequately empowered, they have the potential to ensure the 
highest degree of transparency and accountability at the grassroot 
level. Panchayats can also be used for initiating popular 
movements, as has been done in the context of the National 
Literacy Mission in a number of States. A nation wide movement 
on informed fertility control through the Panchayats can very 
well be initiated under the auspices of the National Commission 
on Population. Village Panchayats can become regular forums for 
discussions on village health issues, including issues of 
reproductive health and fertility control. 


Capacity of elected representatives at the grass roots should be 
developed so that they will be in a position to design projects on 
health and related areas as appropriate to the needs and 
requirements of local areas. 


Given the size and heterogeneity of our population and the 
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m) 


power structure within the Panchayats, even the Gram Panchayats 
may still be far away from the community. Some NGOs eee 
found it expedient to create intermediate structures between the 
Panchatyats and the village communities for more efficient 
processes of information and dissemination and better service 
delivery. But these local elected bodies are by and large the best 
instruments for implementing community programmes. 


The self help groups of women have been found very effective in 
organizing and sensitizing women to various issues and 
empowering them socially and economically. The collaboration of 
Panchayats, NGOs and Self Help Groups at the grassroots level 
could become very effective for implementation of grassroot level 
initiatives in the social sectors. Depending on the strength of the 
stakeholders at the field level, different models of collaboration 
can be worked out for effective synergy of these initiatives, to 
transform the situation at the ground level. 


The districts and blocks should be graded according to the level 
of achievements in the social sectors and block specific action 
plans should be framed for achieving the National Socio Economic 
Goals within the given time frame. Instead of uniform allocation 
of resources to blocks as is currently the practice in almost all the 
programmes, a more flexible and need- based approach should be 
taken. The segment of population and areas which have lagged 
behind in national development efforts, should be positively 
discriminated, so that they can be helped as quickly as possible to 
reach the minimum desired levels of standards and goals. But care 
should be taken to ensure that those blocks which have shown 


results do not feel discriminated against. 
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n) 


0) 


p) 


q) 


In order that district or block specific plans and projects can be 
prepared, implemented and monitored it is necessary to develop 
a system of gender segregated data on various indices of 
development at the district and sub district level at regular 
intervals. The absence of such data constraints the preparation of 


sound Women Development Plans at the field level. 


The Medium Term perspective of 10 years should be adopted for 
the empowerment of women and development of children and 
adolescents. To that extent the National Socio Economic Goals of 
NPP should be accepted in the Action Plans for the Empowerment 
of Women and Development of Children and Adolescents. The 
achievement of these goals should be monitored on a quarterly 


basis and appraised on a bi-annual basis. 


Involving the male is equally important for the empowerment of 
women and for stabilization of population. Reproductive decisions 
are typically taken within the family and hence promoting gender 
equality within the family has to be based on partnership and 
not on relationship of domination or subordination within the 
family. To achieve better understanding, every effort must be 
made to involve men in the promotion of reproductive rights. 
This is vital in order to change the societal perceptions about 
the contribution of women. This can happen only when women 
are seen by men - and by society - not as ‘better halves' but as 
‘equal halves’. 


There is a large unmet need for contraceptives and comprehensive 
information regarding their efficacy and usage. There has to be 
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greater focus on male contraceptives as they are safer and easier 
to use. New contraceptives for women need to be carefully 
introduced with the fully informed participation of women. 


A system of incentives/disincentive for the functionaries as 
also the beneficiaries of various programmes should be 
developed to convey clear messages about the priorities of the 
Government regarding population stabilization of the country. 
However, in order to ensure that disincentives do not become 
a tool for harassing the disadvantaged, it is necessary to create 
an environment enabling the women to have self-determination 
in terms of their reproductive life. 


The target of achieving 80% institutional deliveries by 2010 is a 
tall order, considering that more than half of the deliveries still 
take place at home at present. The idea of maternity hut in each 
village to be used as the village delivery room, with storage space 
for supplies and medicine, and equipped adequately with kits for 
midwifery, antenatal care and delivery and basic medicines, 
contraceptives and drugs and medicines for common ailments, 1s 
conceptually very sound but may be difficult to implement within 
the given time frame. A more realistic and practical alternative 1s 
to train and equip the village midwives to ensure 100% safe 
deliveries. This must be taken up immediately as a time bound 


national programme, to upgrade their skills. 


In view of the shortage of trained medical personnel at the PHCs 
and dispensaries, it should be made mandatory for medical 
students in both Government and private medical colleges to go 
to designated rural areas for service for a period of 12 months 
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u) 


w) 


after they complete one year of residency but before their final 
degree is awarded. Posting to rural areas for a minimum period 
of two years at a time should be legally binding for medical 
officers. Similar arrangements should also be made mandatory 
for nurses, pharmacists and other paramedical staff. 


A Core Group of Women Functionaries at the village level such 
as ANM, AWW, lady school teacher and elected women 
Panchayat members could co-ordinate the various programmes on 
women and children at the village or hamlet level. They should 
meet once in a fortnight at a fixed place and date to discuss 
among themselves the progress of the implementation of the 
programmes and to sort out the problems and difficulties at the 
purely local level. Coordinating and an integrated approach rather 
than competition among the local functionaries is essential to 
ensure positive results. Common training and parity in salaries 
could ensure this. 


Training and capacity building of field level functionaries, NGOs, 
SHG workers and PRI members are extremely important if they 
are to perform their desired roles for the achievement of National 
Socio Economic Goals. 


Role of Angan Wadi Workers (AWW) is very crucial for the 
success of the various grassroot level initiatives of the 
Government. Today the contribution of AWW is not limited to 
the ICDS only. Her services are required in other programmes 
also. But she is paid very little - even less than the minimum 
wage prescribed by the Government itself Therefore, the 
honorarium of the AWWs should be enhanced suitably with 
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incentives for results shown. But the AWW must be a local person 
who stays in the villages. 


In view of unacceptable high neonatal and perinatal mortality a 
comprehensive package needs to be developed at block level 
concentrating on improving home based care through trained 


personnel, with adequate referral linkages. 


Every infant and maternal death must be compulsorily audited, to 
have better understanding of the underlying factors for such 
deaths. Simultaneously, a system of accountability of every 
functionary must be put in place to fix responsibility for every 


action or inaction for causing or precipitating such deaths. 


Certain clinical and medical interventions can result in immediate 
and significant improvement in the maternal mortality. Such 
interventions can also be very cost effective. For example, Tetanus 
Toxoid injections can prevent a significant percentage of maternal 
deaths. Such interventions can be taken as a campaign on fixed 
dates throughout the country, for which nation wide publicity can 
be given. The same occasion can also be utilized for the health 


check up of pregnant mothers. 


aa) The provisions of Pre-natal Diagnostic Act is not at all be 


effective in checking the practice of female foeticide, which have 
become rampant in many States. The requirement of prior 


permission of ‘competent authority! before a case for violation of 
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the provisions of the Act can be challaned before the court, has 
been found to be a hindrance for booking the offenders, since 
most of the States have designated the Director of Health Services 
as the competent authority and they have been found to be 
reluctant to take action against their colleague doctors. The Act 
needs to be reviewed thoroughly. More than that a concerted 
public opinion involving religious leaders and opinion makers 
from every field should be built up against this highly undesirable 


social practice. 


A sustained, systematic, concerted and pervasive campaign in the 
print, electronic and folk media should be built up in support of 
the National Socio Economic Goals of NPP and on various issues 
related to empowerment of women, health related issues, value of 
girl child, rights of women, violence against women etc. Village 
melas and festivals, which bring people together, should be used 
to popularize these messages. The media budget of the entire 
social sector Ministries/ departments should be pooled together 


for this campaign. 


Network of IGNOU and other agencies should also be utilized 
for developing suitable packages and courses on health and 


nutrition education. 
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Annexure - | 


Operational Strategies of NPP for achieving the goal of Empowering 


Women for Improved Health and Nutrition 


Creating an enabling environment through convergence with other 


programmes; 

Opening more child care centers for working women; 
Using energy saving devices to reduce drudgery of women; 
Improving access to drinking water, fuel wood and fodder; 
Improving health management at all levels; 


Improving accessibility and quality of maternal and child health care 


services; 

Monitoring performance of maternal and health care services; 
Disseminating IEC material intensively; 

Expanding the availability of safe abortion care; 

Supporting eonmmanity activities package; 

Developing a health package for adolescence, 

Enforcing standards for clinical services; 

Contraception service delivery, 

Focusing on distribution of non-clinical method of contraception; 


Create a national network of public, private and NGO centers for 


delivering reproductive and child health services free to any client. 
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Operational Strategies of NPP for achieving the goal of 


Child Health and Survival 


Support community activities, from village level upwards to monitor 


early and adequate antenatal, natal and post-natal care; 


Pursue compulsory registration of births in coordination with the ICDS 


Programme; 


Improve capacities at health centres in basic midwifery services, 
essential neo-natal care, including the management of sick neo-nates 


outside the hospital; 


Sensitize and train health personnel in the integrated management of 


childhood illnesses; 


Ensure 100 percent routine immunization for all vaccine preventable 


diseases, in particular tetanus and measles; 


As a child survival initiative, explore promotional and motivational 
measures for couples below the poverty line to have the first child after 
the mother reaches the age of 21, and adopt a terminal method of 


contraception after the birth of the second child; 


Focus attention and intervention on vulnerable groups and sub-groups 


of children such as street children and child labourers; 


Explore the feasibility of a national health insurance covering 
hospitalisation costs for children below 5 years, whose parents have 
adopted the small family norm, and opted for a terminal method of 
contraception after the birth of the second child:- 
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Expand the ICDS to include children between 6-9 years of age, 


specifically to promote and ensure 100 percent school enrolment, 
particularly for girls; 


Provide vocational training for girls to enhance perception of the 


immediate utility of educating girls, and to gradually raise the average 
age of marriage. 
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This report is presented in two parts, one discussing the unmet 
needs on Drinking Water Supply and Sanitation (Rural and Urban) 
and the second on Public Health and Nutrition. On the whole, the 
report focuses on main issues, which is useful for policy 
formulation. Emphasis has been given on convergence of 
programmes at the grassroots level (habitation/village) to bring 
about impact on the family to control and stabilize population by 


2045. 


INTRODUCTION 


* 


The population growth has yet to stabilize itself which increased 
from 250 million in the first decade of the 20th Century to 1000 million 
(four-fold) in the last decade at the century. Though the death rate has 
gone down drastically from 42/1000 to 10/ 1000 during this period, along 
with the birth rate from 50/1000 to 25/ 1000, there is a large gap between 
the birth rate and the death rate. 


The urban population has been growing at a much faster rate and 
that of urban slums at still faster rate due to growing industrialization 
and urbanization. Total urban population and slum population 
(class-wise) in 1991 is indicated in Table-l. The urban slum population 
has gone up from about 25 million to 62 million in two decane Urban 
Squatter settlements have sprung up with poor or no civic amenities. 
Coverage of civic services is very low. India currently faces the dual 
nutrition burden of under nutrition (including micro-nutrient deficiencies) 
and over-nutrition; however the focus was on efforts to reduce 
under-nutrition and associated high IMR and under-five mortality rates 
and achieve the goals set in the NPP 2000. The fact that the mild and 
moderate degrees at under-nutrition in childhood and infant and child 
mortality have not shown substantial decline in the nineties is a matter of 
concern. In order to.achieve the rapid decline in both under-nutrition 
and mortality in childhood, the Ninth Plan advocated that there should 
be universal screening of the children for health and nutritional problems 
and appropriate intervention. In addition to initiatives in nutrition and 
health sectors, the focus is to be on improving inter-sectoral coordination and 


convergence of services between ICDS and health workers. 


Table-1 


Total Population in cities/towns and identified/estimated Slum 


Population in 1991 


(Population in Lakhs) 


Sl. Size-class category No. of — Total Slum Percentage Percentage 


No. of Cities/Towns Cities/ Popu- popu- to total of total slum 
Towns lation lation population population 

l 2 3 4 5 6 7 

1. > 10 lakh population 23 709.966 188.659 26.6 41.3 

2. 5-10 lakh population 31 214.500 42.555 19.8 9.3 

rf 3-5 lakh population 39 151.239 28.596 18.9 6.3 

4. 1-3 lakh population 207 325.139 54.493 16.8 11.9 
Total Class - | 300 1400.844 314.303 22.4 68.8 

5. 50,000 to 99,999 Pop. 345 236.288 47.151 20.0 10.3 

6. <50,000 Pop. 3052 520.581 95.232 18.3 20.9 

Cee ee 
Total 3697* 2157.713* 456.686* 21.2 100.0 

* Excluding Jammu & Kashmir. Source: TCP 


PART - I 


DRINKING WATER SUPPLY 
& 


SANITATION 


(RURAL AND URBAN) 


Still a very large population is deprived of safe water facility. The 
sanitation coverage continues to be extremly low. About 70-80% diseases are 
water and sanitation related. As per an estimate, 1.5 million children below 
the age of 5 die and 200 million human days are lost every year due to water 
related diseases. Most deaths occur due to water related diseases. Most 
deaths occur due to diarrhoea and jaundice and unless cases of these two 
diseases are reduced, the IMR and morbidity rate cannot be reduced. One of 
the basic requirements is therefore to have a large conglomeration approach 
to address adequately the unmet needs of basic services/goods such as 
primary health care, nutrition, safe drinking water and proper hygiene and 
sanitation, so as to achieve population stabilisation to a level, which will 
provide a decent quality of life to all citizens, rather than a small percentage 
of urban elite. Greater focus need to be given to the district/areas, where the 
morbidity and mortality rates are high. Convergence of services at grassroot 
level will bring forth effective family welfare and hence need to be focussed 


at policy level. 
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Drinking Water Supply and Sanitation 


The primary responsibility of providing safe drinking water and 
sanitation facilities rests with the State Governments and the local bodies. 
The magnitude and urgency of the problem of drinking water in rural 
areas had, however, prompted the Central Government to support the 
programme of provision at rural drinking water supply. The Central 
Government besides giving technical assistance, has been supplementing 
the efforts of the State Governments by providing financial assistance to 
the State Governments through the Centrally Sponsored Accelerated Rural 
Water Supply Programme (ARWSP) since 1977-78. In 1986, the 
“National Drinking Water Mission” (currently known as “Rajiv Gandhi 
National Drinking Water Mission”) was launched as apart of ARWSP 
with a view to provide cost-effective technology inputs to rural water 
supply programme through an integrated and inter-disciplinary approach. 
In order to pay focussed attention to rural drinking water supply and 
sanitation programme, a separate Department. viz., Department of 
Drinking Water Supply has been created in October 1999. Under this 
Centrally Sponsored Scheme, increasingly larger assistances have 
been provided from Plan to Plan. The Ninth Plan outlay for the Scheme is 
as high as Rs. 8150 crore and the BE 2001-02 Rs. 2010 crore. 


A new Centrally Sponsored Scheme of Rural Sanitation was 
initiated in 1986, although with limited financial input. Due to resource 
constraint and other competing demands, no such efforts could, however, 
be possible in the case of Urban Water Supply and Sanitation till the end 
of the Seventh Plan, except a few support programmes like PHE 
training, R&D, MIS etc. The Eighth Plan under the Central Plan, initiated 
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2 Centrally Sponsored Schemes viz., Accelerated Urban Water Supply 
Programme for Small Towns with Population less than 20,000 (as per 
1991 census)" and "Low Cost Sanitation Scheme for Liberation of 


Scavengers" and accommodated small amounts of Rs. 50 crore and 


Rs.150 crore for them respectively. 


In the State Sector, the Basic minimum Services (BMS) was 
included from the year 1996-97 in place of MNP and Additional Central 
Assistance (ACA) was provided to the States. Water Supply (Rural 
and Urban) and Rural Sanitation were included under the BMS. 
Subsequently, in 2000-01, Prime Minister's Gramodaya Yojana (PMGY) 
was initiated in place of the BMS. The PMGY includes Rural Water 
Supply as one of the 5 components viz., Primary Education, Primary 
Health, Rural Shelter, Rural Drinking Water and Nutrition, for which 
Rs.2500 crore as ACA has been provided in the year 2000-01. 


Annexure-2 indicates the outlays provided for water supply and 
Sanitation sector in the successive Five Year Plans at current prices and 
their proportions in the corresponding total Public Sector Plans. 
The Table-2 indicates the outlay provided under the State and Central 
Plans tor Rural and Urban Sub-Sectors during the Ninth Plan vis-a-vis 
the Eighth Plan. It shows that the outlay for the Ninth Plan in nominal 
terms (current price) has been increased from Rs. 16,711 to Rs. 39,538 
crores. Average per capita input has risen from Rs. 167/- to Rs. 395/-. 


Table-2 
(Rs. Crore) 


Eighth Plan (1992-97) Ninth Plan (1997-02) 


Sub-Sector State/UT Central State/UT Central 
Plan Plan Plan Plan 
I 
a) Rural Water Supply 4955 5100 } 8150 
} 12264 
b) Rural Sanitation 294 380 } 500 
EEE Ee 
Total (a+b): 5249 5480 12264 8650 
_ ee 
c) Urban Water Supply } 338 } 644 
5494 } } 17760 
d) Urban Sanitation — 150 } 220 
Total (c+d): 5494 488* 17760 864** 
a ne EEC 
GRAND TOTAL (a to d) 10743 5968 30024 9514 
(16711) (39538) 


as, Tell 
* Including IEBR of HUDCO 
** Excluding IEBR of HUDCO. 


The Eleventh Finance Commission has allocated a sum of 
Rs.500 crore for augmenting traditional water sources. Similarly, it 
has also allocated Rs.1600 crores as assistance to local bodies (PRIs) 


annually, part of which can also be used for water supply schemes. 
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Rural Water Supply 


With the massive investment made during the various Five Year 
Plans by the State and Central Governments, the results achieved 
have also been apparently quite impressive. Table-3 shows that a large 
number of 'Villages were identified as "Problem Villages" * in the survey 
conducted in 1972, 1980 and 1985 and most of them were subsequently 
covered. The survey, conducted in 1985, identified 1.62 lakh “problem 
Villages”, of which all except 3,000 were covered with at least one safe 
source of water supply till the beginning of the Eighth Plan. 


Table-3 
Progressive Coverage of Problem Villages (PVs) 
No. of PVs 


Identified Covered 

1972 | 152000 
1980 Upto Start of VI Plan 94000 
1980 231000@ 
1980-85 During VI Plan 192000 
1985 162000@ 

Coverage during VII ~ 159000 

Plan + 2 Annual Plans 
1992-97 | 3000 


@ Including spill over from preceding Plan. 


* Where there was no dependable source of water within a resonable 


distance, say 1.6 km walking distance or 100 mtr elevation difference in 
hilly areas, or the available source of water was endemic to water borne 


diseases; or the water contained excessive chemical contamination. 
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While the 1985 List of "problem villages" was almost to be 
exhausted, the survey, conducted by the State Governments during 
1991-93 and revalidated in 1994 with the help of reputed NGOs 
and Research Organisations has given a new dimension to the problem of 
rural water supply. The survey showed that a very large number of 
“no-source" villages and habitations have emerged due to the depletion of 
water tables, use of improper technology, socio-cultural factors, 
malfunctioning of water supply systems etc. Revenue villages as a unit, 
to indicate full coverage was found to be deceptive, as one source did 
not provide services to several habitations, within a revenue village. 
Deep rooted social cleavage prevented use of one source by deprived sections 
of society. In order to better reflect service satisfaction, habitation as a unit 
was adopted in 1994-95, in place of revenue village. This would cover 
several habitations within a village. The present status as updated in 
1996-97 and taking into account the subsequent coverage during 1997 -98, 
1998-99 and 1999-2000 and further updated in 1999-2000, is indicated in 
Table-4. 


Table-4 
(No. of habitations) 


As on 1.4.94. As on 1.4.97 As on 1.4.2000 Target 


(Revised) 2000-01 
mena eee 
Not Covered (NC) 1.41 lakh 0.88 lakh 0.26 lakh 0.14 lakh 
Partially Covered (PC) 4.30 lakh 3.91 lakh 2.13 lakh 0.71 lakh 


Fully Covered (FC) 7.47 lakh 9.51 lakh 11.83 lakh 
i 
Total 13.18 lakh 14.30 lakh 14.22 lakh 0.85 lakh 
of which Quality 1.51 lakh 1.40 lakh 2.17 lakh NR 
Problem habitations 

with excess fluoride, 

arsenic, salinity and 


iron. 


The disaggregated achievements widely differed in the case of 
some States. For example, as on 1.4.2000, while at the all India level, the 
number of "NC" villages/habitations was only 1.84%, in the States 
like Punjab, Jammu & Kashmir and Rajasthan, the same were 15.24%, 
21.00% and 8.37% respectively. Similarly, while at the all India level, 
the number of "PC" villages/habitations was 15.00% in the States 
like Kerala, Karnataka, Maharashtra, Andhra Pradesh, Rajasthan, 
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West Bengal and Assam, the same were about 71,41, 3331.30 and 34 per 


cent respectively. 


The National Agenda for Governance seeks to provide safe drinking 


water to all habitations within five years i.e.. by March 2004. 


Issues 


Three focussed issues emerged for serious consideration: 


Access and coverage 
Sustainability of the installed systems 


Reliability of water source. 


Access/Coverage 


Large number of partially covered villages/habitations 

Emerging problem villages and nibiinitone -no-source and acute quality 
problem due to over exploitation of ground water, scanty rain fall and 
frequent droughts. 

Remaining areas - more difficult and inaccessible. 

Inter-State & Inter-regional imbalances in coverage. 


Increasing cost of new water supply schemes. 
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Sustainability 


Heavy emphasis on new construction and little attention to 
maintenance. 
Poor quality of construction. 


Non-involvement of people in Planning, design as well as operations 


and maintenance. 
Poor Operation and maintenance is the result of 


- Using inappropriate technology, which is not sustainable and 


cost-effective. 


- Insignificant delegation of responsibilities and power to 
Panchayat/community, lack of communication, and social 
mobilisation efforts, lack of involvement of community/women/ 
NGOs. 


- Lack of sense of ownership. 
- Absence of operational WATSAN Committees. 
: Lack of awareness, health education, advocacy. 


- Lack of skilled human power at grass root level. Inadequate 
training of various functionaries. 


- [Inadequate funds. 


- Insufficient resource-generation/cost-sharing. No recovery even 
where rates fixed. 


- Inadequate MIS and Evaluation 


- Absence of O&M manual in local languages. 
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¢. Reliability of Water Sources 


- Unscientific drawl of ground water results in fast depletion of 
groundwater level, which also increases incidence of quality problems 
of Arsenic, Salinity and Fluoride. 


- Sources go dry and defunct due to deforestation and lack of protection. 


- No recharging efforts undertaken particularly due to lack of 
inter- departmental coordination. 


- Neglect of traditional water management strategies 


Critical review of these issues at the end of each Five Year Plan 
would have helped rectify the situation and mid-course corrections 
indicated to States. Mere increase in allocation has not resulted in 
citizens' satisfaction at grass-root level. Holistic approach for people's 
control of water supply will lead not only to effective management 
of the system, but identify deficiencies promptly. Rural water supply 
systems are small which the local community can manage effectively 
provided they are empowered. Several success stories have emerged in 


different States, which need be replicated. 


Local community must be involved right from the beginning to 


: Identify the source; 
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_ Preparation of cost estimates; 

: Location of supply points; 

: Cost sharing of the scheme; 

: O&M; 

- Local technical input; 

- System fully owned, operated and maintained by the community, 


under the Panchayati Raj dispensation; 


: Central Government support must go directly to the Village 


Panchayat for effective utilization of funds; 


: Micro water-shed Protection and Promotion for reliability of 


source, 


: Ground Water, Forest and Revenue Departments support to be 


provided to the community at Habitation level; 
: Technology screening; 


- Expert groups at Block/District level to screen and monitor 


habitation level water supply systems. 
Rural Sanitation 


Status of rural sanitation in India is basically different from that 
of water due to socio-cultural habits in widely spread out fural India. 


While in the case of water, a target of 100 per cent coverage of 
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population could be set and achieved within the next five years, it may 
not be so in the case of sanitation in rural] areas. Present coverage of 
population with sanitary latrines is hardly 20%. Approach Strategy and 
target to be set has to be different for rural] Sanitation as the population 
is thinly spread out. However, the problem of sanitation is more 
acute in densely populated urban squatter settlements. Rural Sanitation 
is neither perceived by the majority as a basic need nor provided as 
a public good. It was only in 1986, that the Government of India formulated 
the Central Rural Sanitation Programme (CRSP) and Rural Sanitation 
Programme came under the State Sector Minimum Needs Programme 
(MNP) in 1987. 


Issues 


Socio-cultural 


- Verifying perception of people and community at local level regarding 
personal hygiene and public health. eg: Cleanliness and Hygiene among 


rural communities, Kerala -Bihar. 


- Limited knowledge on sanitation related diseases. Particularly among 


school going children. 
- Literacy levels and community hygiene. 
. Low emphasis on IEC. 


- High density vs low density population. 


px 


Technology Issues 


Latrines and related activities: 

- Individual vs community types. 

Types of latrines and acceptability 

: Double-pit pour-flush 

- Septic tanks 

: Dry. and wet types 

Technology upgradation 

Vacuum-pumps fitted in carts in high density areas. 


Cost sharing in construction and O&M. 


Policy Issues 


Sharing of costs 

- State vs Centre 

: Community vs Government. 
O&M costs sharing. 


Linkage with related programmes, such as water supply, sanitation, 
public health, nutrition to commence from school going children 


upwards. 


Unit for implementation -Habitatiorn / Village / Panchayat / Block / 
District. 
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The restructured CRSP (w.e.f. 1.4.1999) proposes to move away 
pom the principle of State-wise allocations, primarily based on poverty 
criteria to a demand-driven approach and the States would be required 
to formulate "Total Sanitation Campaign" (TSC) in selected districts 
in order to claim Central assistance. To allow time for proper grounding of 
the new approach, it has been decided to also continue with ‘the 
existing “allocation- based" programme. The latter would however be 
progressively phased out within a couple of years and TSCs would be 
supported both by the GOI and the State Governments as per the 
funding pattern. The physical implementation would have to be oriented 
towards felt-need using "vertical up- gradations" concept, herein 
beneficiaries, individual or institutions get to choose from a menu of options, 
that allow for subsequent up gradation depending upon their requirement 
and financial position. The main features of the restructured Rural 


Sanitation programme are as under: 


- Shift from high subsidy to low-subsidy regime. from Rs. 2000/- to 
Rs. 500/- per latrine (inclusive of both Central subsidy as well as State 
subsidy) 

- Greater household involvement 
- Group toilets/Pay & use toilets in high density" areas. 

- Technology options as per choice of beneficiaries. 

. Stress on software programme (IEC). 

- Emphasis on School Sanitation. 

: Tie up with various Rural Development programmes. 


- Involvement of NGOs/VOs and local groups. 


. Seek institutional finance (NABARD etc). 
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Urban Water Supply and Sanitation 


Urban water supply and sanitation have remained an important 
area of concern and allocation of funds have been made since the First 
Five Year Plan. The Plan outlay for Urban Water Supply and Sanitation, 
which was Rs. 43 crore in the beginning, increased to Rs. 550 crore 
by the Fifth Five Year Plan. However, despite a rapid increase in the 
urban population there was a gradual shift in priority from Urban to 
Rural Sector from the Sixth Plan onwards. The percentage share of 
the sector's outlay out of the total public sector outlay only showed 
marginal increase from 1.28% to 1.38% between the First Plan and 
the Eighth Plan. In the Ninth Plan, this however, dramatically improved 
to 2.17% 


There was no Central or Centrally Sponsored Scheme for 
urban water supply till the end of Seventh Plan. In the year 1993, a new 
Centrally Sponsored Scheme viz., Accelerated Urban Water Supply 
Programme for Small Towns with Population less than 20,000 (as per 
1991 census) was initiated with 50:50 funding pattern between the 
Centre and the States. The Ninth Plan includes Rs.370 crore under the 
Central Plan. So far projects for 575 towns covering a population of 68.38 
lakh (as per 1991 census) have been approved at an estimated cost 
of Rs. 708.57 crore. Assistance of Rs. 265.57 crore has already been 
released by the Centre to the States by the end of 2000-01. 145 project 


have already been completed/commissioned. 
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In the absence of any regular/periodical monitoring arrangement, 
it has not been possible to ascertain, with accuracy the factual position 
of population coverage with regard to drinking water supply and 
Sanitation facilities in urban areas. By the end of Seventh Plan, the 
reported coverage with regard to potable drinking water and sanitation 
was at the level of 84% and 48% respectively, which has risen to 89% 
and 60% at the end of March 2000. However, these figures are tentative, 
as some States are yet to furnish the latest data. The State-wise position 
of coverage is indicated in Annexure-III. However, the service levels 
of water supply in most of the cities and towns are far below the 
desired norm, in some cases particularly the smaller towns, even below 
the rural norms. The coverage figures are based on average supply level 
and therefore, does not truly reflect the inter - state and regional 
disparities within the States. In a city/town, there are pockets of 
affluence and over-supply of water, depriving the poor, particularly those 
living in slums and squatter settlements. Many such locations within a 
city/town do not receive any supply at all during dry seasons. 
Annexure -IV indicates the water supply population in a few selected 
cities/towns. Similarly in the case of urban sanitation, though about 
60% of the population has provision of sanitary excreta disposal 
facilities, only 30% had sewerage system and the balance 30% had only 
low cost sanitation facility. Even where sewered, the same are partial and 
without adequate or any treatment facilities in most of the cases. 
There were around 69 lakh houses without any latrine facility. In the 
case of solid waste, on an average the collection efficiency ranges from 
70% to 90% of the generated waste in metro cities and is less than 50% 
in several smaller towns. Of this, only 50% is disposed sanitarily. Separate 
arrangements are generally non-existent for safe disposal of industrial, 


hospital and other toxic and hazardous wastes. 
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General Problems of UWS&S 


India's UWSS Sector faces many problems and is currently bound by 


4 vicious circle of circumstances. Notably: 


» Many UWSS providers are not financially viable and are unable to 
maintain services without extensive subsidies, eg: percentage of revenue 
generation to O&M cost in cities of Calcutta, Nagpur, Pune, Ludhiana 
Lucknow and Kanpur (in March 1998) was 14,48,49,40,50 and 78 


respectively. 


* Several low income areas within a city/town have not been provided 
basic water supply and sanitation services. Even where provided, often 


complain of low quality due to insufficient funding of O&M. 


* Sanitation services in particular, are generally inadequate and access 
to acceptable services are extremely limited in urban squatter 


settlements/slums. 


° Affluent sections within a city/town are not only covered, but better 


served 


* Environmental degradation continues due to multiplicity of factors. 


* UWSS needs competent professionals in water treatment, distribution, 


sewage treatment, solid waste management and urban sanitation. 
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UWSS managers lack management skills, autonomy and accountability 
for their performance. Following elements of strategy on improving 


urban water supply and sanitation need to be adopted. 


- Support for training of' professionals in special areas of' water 


treatment, distribution, urban sewerage, solid waste management. 
. Updating skills of operating/field level professionals. 


- Competent professionals are required in large numbers to improve 
UWSS services. However, the Government of India shall provide 
the financial assistance to introduce professional courses and 
training of large number of professionals in UWSS. Unless a 
competent cadre of professionals are in place, services will 
continue to be poor. 


: Democratic Decentralization through municipalisation of 
responsibility for Urban Water Supply & Sanitation services. 


- Tariff structure should be such that while recovering full O&M 


cost, it promotes equitable distribution of treated water to all 
sections of society. 


: Transparent subsidization by local authorities, where necessary. 


: Rehabilitation and modernization of existing water supply 
utilities through updated technology, manned by competent 


professionals. 
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Specific Issues Relating to Urban Sanitation 


The issues are technical, financial and more importantly institutional 


and behavioural. 


a) 


b) 


Technical: 


Lack of specially trained professionals to manage UWSS. 


Out moded and inappropriate technology. 


Under utilization of facilities in technological institutions to train 
professionals at top, middle and field level professionals. 


Supply and demand of professionals for UWSS do not match. 
Incentives for UWSS professionals for the services to be attractive. 


Old densely built urban centres pose technological challenges for which 
appropriate technology is needed. 


Lack of faith in UWSS professionals, who are appointed on ad-hoc 
basis rather than on expertise. 


Financial: 


High cost of urban sewerage systems. 


Low allocation for cities/towns : Allocation to sewerage only around 
10% of funds for water supply. 
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c) 


d) 


No Central/Centrally Sponsored Scheme to assist State Government/ 


Local Bodies except low cost sanitation scheme, that too with grossly 


inadequate funds. NRCP confined to only a few cities/towns on the 
banks of selected rivers. 


Insufficient revenue generation for running the system. 


Socio-Cultural: 


Inadequate motivation/generation of felt-need for having sanitary 


latrines. 
Inconvenient location of public toilets due to social cleavage. 


Lack of public health and hygiene education among poor sections of 


society. 
Deep divisions among urban poor and the affluent. 


Elitist groups enjoy more benefits at the cost of urban poor. 


Management: 


Lack of MIS 


Lack of integrated Environmental Sanitation approach and linkage with 


water supply and health efforts in particular. 
Technical professionals lack management skills. 
Insufficient efforts for sensitizing Decision Makers / Administrators / 


Planners. 


31 


Recommendations: 


Rural Water Supply and Sanitation: 


- District should be treated as a Unit for collection, collation and 
monitoring of programmes - both water supply and sanitation. In 
the case of bigger districts, where population is several lakhs, 
blocks should be treated as a unit. 


. In view of achieving targets, focussing on convergence of services 
and coverage of habitation shall be treated as the unit, within a 
revenue village and reported district-wise. Per capita cost of 
hand pumps, piped water supply will vary considerably due to 
agro-climatic conditions from district to district and State to 
State. District-wise costing will be more appropriate and to be 
adopted. 


* Coordination at the Block level shall be encouraged for effective 
convergence of various programmes at habitation level. 


* Vertical and sectoral approach by participating departments should 
be discouraged at Block level. 


° Emphasis must be laid on stake-holders participation at all levels, 
from planning, design, location implementation and management. 


* Data collection shall be 100% at Village Block and District levels for 


effective monitoring. Once collected and put on computerised 
data base, shall be updated periodically. 


32 


In view of increasing water quality problem and health hazard 
there som. it is necessary to institutionalise water wae 
monitoring and surveillance systems. Central assistance aad 
the Centrally Sponsored Accelerated Rural Water Suppl! 
Programme (ARWSP) shall be utilized for setting up stationary 8 
well as mobile water testing laboratories in all the district 
headquarters. 


All districts having no water testing facility shall utilize Rajiv 
Gandhi National Drinking Water Mission funds for establishing 
such facility. 


The community has to be made quality conscious through health 
education and awareness campaign and water testing kits shall be 
made available to them. 


The habitations, which are covered with water supply facility, but 
the water available is unsafe for consumption due to excess of 
arsenic fluoride, TDS iron and other toxic matters, should not be 


treated as covered. 


All possible measures: for rain water harvesting and ground 
water recharging must be taken. There should be continuous monitoring 
of the sources, so that the habitations once covered do not fall back 
in the category of uncovered for which interdepartmental coordination 


at Block level need be activated. 


Technology choice, in case of water quality related schemes (Fluoride, 


Iron, Arsenic, TDS), shall be District/Block specific. 
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Highest priority shall be given to operation & maintenance and 
evolve suitable institutions and funding arrangements through 
community participation. If required, Plan and non-Plan funding 


may be enhanced. 


Major repairs and replacement / rehabilitation may be allowed as 


Plan schemes. 


Decentralize the operation and maintenance by making the beneficiaries 
and Panchayats stake-holders in the system and responsibility to rest 
with the Panchayats. 


Government of" India has introduced reforms in the rural water supply 
sector w.e.f. 1.4.1999, with a view to institutionalize community 
participation in Rural Water Supply Programme, which must be 
pursued. 


Traditional sources shall be identified, strengthened and developed with 
community involvement. 


- Recycling of waste water should be developed as a part of habit. 
Waste water should be recycled/ used for recharging ground 
water sources through soakage-pits. 


- Total Sanitation Campaign (TSC) approach of the Restructured 
Centrally Sponsored Sanitation programme (w.e.f. 1.4.1999), 
which is based on the successful model of" Midnapur (West 
Bengal), may be considered for adoption in other districts of the 
country with appropriate changes to suit the local conditions 
and perception. 
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: School Sanitation (toilet facility) should be given highest 


priority to inculcate safe hygienic habits among school children. 
Urban Water Supply & Sanitation 


¢ MIS Cell shall be created with adequate Staff at the Central and 
State level. They may be accountable for data collection, compilation 
and dissemination. 


: Adequate financial support shall be provided under plan schemes. 


° MIS Cell at the State level should collect, compile the data and 
disseminate to the Centre through NIC network. 


° Per capita water supply cost norm as per the Manual on "Water Supply 
and Treatment" published by the Ministry of' UD&PA may be 
followed. 


« Repayment of both O&M and Capital cost shall be through 
participatory approach. 


° Municipal solid waste management systems need be strengthened 
through adequately trained professionals and restructuring existing 


systems. 


« Engineering colleges, Institutions should be supported to start solid 
waste management courses for municipal services. Financial assistance 
need be provided for conducting such courses. 
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As the availability of Plan funds are too inadequate as compared to the 
requirement of the sector, it is necessary that the principle of full cost 


recovery should be adopted. 


As the safe drinking water supply has a direct bearing on the health of 
the people and can reduce the morbidity and mortality rate to a great 
extent, the Government may consider enlarging the scope of the 
ongoing Accelerated Urban Water Supply Programme to cover bigger 


towns also by providing larger outlay 


The slums have high rate of morbidity, IMR and fertility and therefore, 
need greater attention in provision of the basic services. A reasonable 
level of services has to be ensured. 


Proper legislation followed by effective implementation is urgently 
needed to control and regulate ground water extraction, particularly in 
all such urban areas which are facing acute shortage of drinking water 
throughout the year. 


Reuse of sewage after the desired degree of treatment for horticulture 
flushing of sewers and toilets, air conditioning, cooling and several 
other industrial uses must be introduced extensively to conserve fresh 
water and reduce pollution in the receiving water bodies. 


Industries and commercial establishments must be persuaded to adopt 
reuse of treated sewage and recycle their treated trade effluents to the 
maximum extent possible to cut down their fresh water demand. 
Incentives in the term of rebate on water cess and other taxes should 
be considered for the quantum of fresh water conserved by adopting 
reuse and recycling process. 
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Toxic and hazardous industrial and hospital wastes should be collected 
separately and disposed of in a hygienic manner, the cost of which shall 
be paid by solid waste generators. 


The unaccounted for water (UFW) in some metro cities is quite 
substantial and therefore needs urgent attention. Action plans in 
this regard should be drawn up by the concerned agencies for 
implementation on a priority basis. 


Human Resource Development (HRD) in the sector needs due 
attention. Specialized programmes in solid waste management shall 
be supported for the in-service engineers, the local bodies and water 
supply agencies at technological institutions. 


Development of a strong data base for the sector 1s very essential. 
Computerized MIS will serve as a useful tool in decision making , 
planning, evaluation and O&M. 


Privatization of water supply and sanitation sector is a felt need and as 


such it may be introduced in phases. 


Environmental Impact Assessment (EIA) studies should be carried out 
before implementing major projects to control environmental 


degradation. 


Vacuum pumps mounted on small trucks/carts are being used in some 
places which are densely populated and have septic tanks in the houses. 
Use of this will be an alternative system to eliminating manual 


scavenging system. 
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The local bodies may entrust maintenance of community toilets to 
voluntary organisations. Maintenance of community toilets in slums 
could be cross subsidized from income from those located in important 


public places. 


Information, Education and Communication (IEC) constitute an 
important element in the implementation of the sanitation programmes 
particularly that for conversion of dry latrines into low cost sanitary 


latrines. 


Voluntary organizations should be engaged right from the beginning till 
the end, 1.e. motivation, implementation and follow up, as it would be 


desirable to give them at least 15% as implementation charges. 


IEC, implementation and follow up may be entrusted to a single 


agency. 


The government should be facilitator rather than executor in all water 
supply and sanitation programmes (both rural and urban). The role of 
Government should be limited to resource mobilisation, monitoring and 


evaluation of the programme. 


Some important suggestions are given in Annexure I 
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Annexure | 


IMPORTANT SUGGESTIONS 


As per Article 243G of the Constitution, the Legislature of a State 
may, by law, endow the Panchayats with such powers and authority 
as may be necessary to enable them to function as institutions of 
self - government and such law may contain provisions for the 
devolution of powers and responsibilities upon Panchayats at the 
appropriate level. subject to such conditions as may be specified 


therein with respect to 


(a) The preparation of plans for economic development and social 


justice. 


(b) The implementation of schemes for economic development 
and social justice as may be entrusted to them including those 
in relation to the matters listed in the Eleventh Schedule, 
which inter alia, includes Drinking Water and Maintenance of 
community assets. As such PRIs should be the key institutions 
for convergence of drinking water supply programme at the 


ground level. 


The critical need for an effective interface and high degree of 
functional coordination between the development policy making 


and planning and implementation institutions is ever increasing. 
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Inter-sectoral coordination should identify mutually functional 
understanding and reciprocity amongst different development 
sectors. However, at the operational level, such ideal conditions do not 
seem to exist in any significant manner. 


The supervisors and heads of development departments who have 
hitherto either been indifferent or were not trained to appreciate 
the nuances and mechanism of the intra-sectional as well as 
inter-sectoral coordination should begin to play the roles of 
"team-managers" so as to promote well directed and sustained team 


work for effective inter- sectoral coordination. 


NGOs are found to be particularly good at out reach. NGOs have 
the advantage of being able to sharply focus on, concentrate on 
and penetrate deeply into communities with whom they have bonds 


of trust. 


To reduce the evaporation losses which is at times 30% of the 
total storages, open storage should be avoided and closed contour 


trenches should be developed as a water harvesting structures. 


The cropping pattern in drought prone areas should be sensitive to 
local availability. Affluent farmers shall be discouraged from 
Water intensive cash crops. Agriculture bore-wells should not be 
allowed to be deeper than drinking water bore-wells. Blocking of 


nallahs for agriculture needs only be discouraged. 
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Joint planning by different agencies of the Government and convergent 
delivery of the services has to be desired. There should be inter-sectoral 
facilitating team comprising of frontline functionaries of different 
line departments, which may expect to bring about the convergence 
at the village level /Panchayat level/Block level. 


Institutions of local self-governance should be strengthened 
and entrusted with all activities in water supply, sanitation, hygiene 
and nutrition. Various development functions may be handled by 
the single Institution of the Gram Panchayat thus increasing the 
possibility of convergent planning and delivery of services. The 
financial and administrative authority has not been devolved to 
them to the extent needed. 


Different development programmes of any sector in the rural areas 
are reached through the village level functionaries like 
Panchayat secretary, Anganwadi workers, midwifes etc. These 
village level functionaries are important tools to elicit useful 
information related to health, hygiene, sanitation etc. in a suitable 
understandable language in the village. Hence habitation/village 
level groups should cut across sectoral agencies and encouraged 
to play coordinating role for effective convergence at grass-roots level. 


Resources for IEC/HRD now given for different sectors should be 


_pooled together at District/State level. 


Funds for implementation of work should flow from Centre to the 


District Committees to Panchayats/beneficiaries. 
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There are more than 3.5 million hand pumps and over one lakh 
piped water supply schemes installed in the country under the 
Rural Water Supply Programme. The total estimated cost for 
operation and maintenance of the above at the present value would 
be around Rs. 2000 crore per year (10-15% of capital cost). 
A large portion of installed schemes remain non-functional and 
many of them go permanently defunct due to lack of proper 
maintenance and repairs for want of funds. It 1s, therefore, necessary 
to give highest priority to operation and maintenance and evolve 
suitable institutions and funding arrangements through community 


participation to bring them back to functional levels. 


Rehabilitating the existing village tanks, creating detention basins 
by storing rain water in local depressions, abandoned mines/ 
quarries etc. for water harvesting for the development of water 
resources need be encouraged. Small dams should be encourage 
because micro water - shed area is more efficient for water 
conservation. To avoid the evaporation losses from such small storages, 
the underground syphon should be used which would conserve the 


water and recharge the aquifer. 


Water is to be managed as an economic asset rather than a free 
commodity. It should be treated as a resource in its totality and 
regeneration of sources shall be the responsibility of every user 
agency, whether drinking, irrigation or other uses. The 
comprehensive development of the water resources should be opted 
as a strategy and the village should be considered the focal point for 
water development. Top to bottom arrangement is necessary to 
stop wastage. 
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The technology which is being adopted for the construction of the 
check dams is sometimes faulty as there is no recharging because 


recharging takes place according to aquifer condition. 


Micro water-shed and catchment development shall be the primary 
focus at Block/District level rather than State level. 


Awareness programmes on water conservation, water quality, 
personal hygiene, collection, storing and disposal of solid waste 
may be designed and implemented with the help of Non-Governmental 
Organizations (NGOs), Voluntary Organizations and Neighbourhood 
Committees. 


Measures like prioritisation and adopting the norms of water- 
uses efficiency should be taken at habitation level. Water rationing 
is also a useful instrument to control the water use but this 
requires the community participation. The rationing of water 
for different uses on per capita basis should be followed. Social 
equity and minimum provision to all sections of society need 


be ensured. 


Rural sanitation is neither perceived by the majority as a basic need 
nor provided as a public good. In view of its direct relationship with 
the health of the people behaviuoral change 1s essential by changing 
the mind set of the people thrqugh strong IEC campaign. Each 
water supply programme should also have a soft-ware component of 


hygiene sanitation and education. 
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In the case of rural sanitation, demand-driven approach should 
be adopted rather than supply-driven approach in a decentralized 


manner with community participation at grassroots level and 


monitored at block level. 


Hygiene promotion needs to be more demand-responsive. Local 
initiatives should be encouraged, models promoted (eg. Midnapur) 


for replication. 


Designing and implementing effective, multi-level, multi- 
disciplinary, experiential and field-based training strategies for 
hygiene promotion capacity at delivering level, so as to strengthen 


the capacity. 


School Sanitation has been neglected badly in all earlier plans for 
which corrective action is urgently needed. Children of today 
are citizens of tomorrow. ‘Catch them young’ shall be the philosophy 
in Water Supply, Sanitation and Nutrition Sectors. In this process 
the key person is the teacher. The primary and upper-primary 
school-teachers should be trained and their capacity should be 
enhanced to enable them to transform their mind set and aptitude 
in such a way so that this message could be reached to the 
rural household. He may also work as a motivator in his vicinity. 
He may be involved in the communication strategy for behaviuor 
change. Total Sanitation and Hygiene Education strategy to 
achieve health and nutrition goods. 
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As a follow up of 74th Constitution Amendment, most of the 
State Governments are likely to entrust the responsibility o{ 
operation and maintenance of urban water supply and sabe 
systems to local bodies and therefore, it would be necessary for the 
State Finance Commission to explicitly indicate the norms and 
other financial implications and make a realistic assessment of 
requirement of funds and also to make suitable recommendations 


for provision of finances by different categories of towns. 


Most of the cities/towns are not able to borrow institutional funding 
due to commercial rate of interest. Government may also consider 
providing interest differential subsidy to make available the funds at 
the concessional rate of interest. 


Water supply and sanitation agencies including the local bodies 
should be given full autonomy in determining the tariffs with 
the provision for automatic annual increase to cover the increase 
in costs. 


Separate account should be maintained by urban water supply and 
sanitation agencies where such separation does not exist. To ensure 
debt servicing at affordable limits, lending agencies should 
prescribe repayment on annuity basis over long repayment period 
and with financial moratorium. The State Governments should 
confer greater autonomy to the water sector agencies with relation to 
financial management and operational issues. 


Mobilization of adequate finds for the sector through Central and 
State Governments’ Budget allocations, open market borrowings, 
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institutional financing and assistance from External Support 


Agencies. 


For small and medium towns where resource base is very weak, 
adequate grant-in-aid from the Central and State Governments on- 


priority. 


Prioritization of different demands, such as commercial, industrial and 
domestic shall be block/district specific. 


City level water management plans need to be prepared keeping in 
view the various development activities for the next 20 years or 
so. In order to operationalise and implement the national Water 
Policy in an effective manner at the State level, intern-sectoral 
Committees comprising of Members from various water using 
sectors may be constituted to decide on allocation of water for 
different purposes. 


City level consumer fora and voluntary agencies should be 
encouraged to keep a vigil on water sources to prevent their possible 
contamination and make periodical reporting to the concerned 
waten supply agencies for appropriate action well in advance. 


Improved arrangements for monitoring of water quality at treatment 
plants and distribution systems. 


Timely rehabilitation of systems to enhance their useful life and 
postpone replacement costs. 
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At public places, high rise buildings, housing colonies, it will be 
useful to have biogas digesters along with the toilets. Public- 
toilets along with biogas digesters should also be constructed 
at important places like railway stations, bus stands, cinema halls. 
markets, dispensaries and other public places where people gather 
in large number. 


Adequate focus on resource-recovery from sewage. 


The required door to door contacts with the house owners 
persuading them to agree to the conversion of dry latrines into 
water-seal pour-flush latrines as well construction of new toilets can 
best be done by NGOs rather than Govt. agencies. 


In respect of persons who are not in a position to mobilise their own 
resources, the Government may arrange institutional loans to them 
at reasonable rate of interest. The Government may also grant 
subsidy to poor persons, particularly those from the economically 


weaker sections of society. 
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CPHEXO, Mlnistry of Urban Development & Poverty Alleviation 
Status of Urban Water Supply and Sanitation - India 
Statewise Status of Urban Population having Access to WaterSupply, Sewerage & Sanitation 
Faciilities as of 31-3-2000. (Population in ‘000) | Tentative) . 


Name of Estimated Population Provided with Population Provided with . 
Water Supply through Severage & Sanitation Facilities 


State/UT 


ANDHRA PR-PHED 
ANDHRA PR-HMWSSB4d. 
ANDHRA PR-TOTAL 
ARUNANCHAL PRADES 


GUJARAT** 
HARYANA 

HIMACHAL PRADESH** 
J & K(KASHMIR) 
KARNATAKA UWS&DBd 
KARNATAKA SWSSBd 
KARNATAKA - TOTAL 
KERALA 

MADHYA PRADESH 
MAHARASHTRA 
MAHARASHTRA-MJP 
MAHARASHTRA-MMC 
MAHARASHTRA-TOTAL* 
MANIPUR 
MEGHALAYA@ 
MIZORAM 

NAGALAND 

ORISSA 

PUNJAB 

RAJASTHAN 

SIKKIM 

TAMIL NADU-TWAD Bd 
TAMIL NADU-CMWSSBd 
TAMIL NADU-TOTAL 
TRIPURA@ 

UTTAR PRADESH$ 
WEST BENGAL-CMDA 
WEST BENGAL-PHED 
WEST BENGAL-TOTAL* 


UNION TERETORIES 
A &N ISLANDS 
CHANDIGARH 

D & N HAVEL! 


DAMAN & DIU 
LAKSHADWEEP 
PONDICHERRY 


| 290414 | 147478] 83062 [231438] 96] 77914] 7as8e| 156222 
100 
83 
15 
87 


REMARKS 


H.S.C. House Service Connection P.S.P. - Public Stand Post L.C.S. - [1 


7K ok 


OW 
Cost Sanitation 


Septic Tank etc. 


Indicates accessibility only adiequacy and equitable distribution of 
water supply is not as per the prescribed norms of Govt. of India. 


The figures indicates as of 31-3-1997 since the respective states 
have not furnished the information as of 31-3-2000. 


The figure indicatee the sanitation coverage as of 31-3-1997 
since the respective state have not furnished the information as of 
31-3-2000. 


In case of U.P. the data on L.C.S. id yet to be received. 
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Water Supply & Sanitation Sector Annexure - I] 


Plan-Wise Plan Investment at Current Prices 
(Rs. Crores) 


Total Plan Outlay/Expdr. Under Plan Outlay/Expdr. for Plan Outlay/Expdr. for Rural 


Total 


S. Plan Period Public Water Supply & Sanitation Urban Water Supply Water Supply & Sanitation 
No Sector Sector and Sanitation 
Dig 0 cme A ie 
Outlay/ Amount % to Public Sector Amount % to Public Amount % to Public 
Expdr. Outlay Secotr Outlay Sector Outlay 


1. | Plan Outlay 3360.00 49.00 1.46 43.00 
(1951-56) Expdr. 1960.00 11.00 0.56 8.00 0.41 3.00 0.15 


2. II Plan Outlay 6750.00 72.00 1.07 44.00 . 
(1956-61) Expdr. 4672.00 74.00 1.58 44.00 0.94 30.00 0.65 


io 


Ill Plan Outlay 8573.00 105.70 1.23 89.37 
(1961-66) Expdr. 8576.00 110.17 1.28 91.34 1.07 18.83 0.22 


> 


3 Annual Plans Outlay 6664.97 106.42 1.60 N.A. N.A. N.A. N.A. 
(1966-69) Expdr. 6625.00 102.70 1.55 73.53 1011 29.17 0.45 


5. IV Plan Outlay 15902.00 © 437.00 2.75 282.00 1.77 155.00 0.97 
(1969-74) Expdr. 15778.00 458.90 2.91 250.90 1.59 208.00 1.33 


6. V Plan Outlay 39303.49 1030.68 2.62 549.51 140 481.24 1.22 
(1974-79) Expdr. 39420.00 1091.60 2.77 539.51 1.37 552.09 1.40 


7. Annual Plan Outlay 12549.63 430.22 3.43 197.93 158 232.29 1.85 
(1979-80) Expdr. 12176.50 395.28 3.25 148.89 1.22 240.39 1.99 


8. VI Plan Outlay 97500.00 4047.00 4.15 1766.68 1.81 2280.32 2.34 
(1980-85) Expdr. 109291.70 3997.78 3.66 2334.53 2.14 1663.45 1.52 


Vil Plan 
(1985-90) 


Outlay 180000.00 6522.47 3.62 2965.75 1.65 3556.72 1.98 
Expdr. 219029.00 7093.13 3.24 2557.81 1.17 4535.32 2.07 


10. 2 Plans Outlay 137033.15 4427.29 3.23 1721.37 1.26 2705.92 1.97 
(1990-92) Expdr. 123120.55 4086.12 3.32 1725.17 1.40 2360.95 1.92 


11. Vill Plan Outlay 434100.00 16711.03 3.85 5982.28 1.38 10728.79 2.47 
(1992-97) Expdr. 391000.00 16932.00 433 7316.00 1.87 9666.00 2.47 


12. IX Plan 
(1997-2002) 


Outlay 859200.00 39538.00 446 18624.00 2.16 20914.00 2.43 
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PART - II 


PUBLIC HEALTH 
& 
NUTRITION 


* 


Public Health 


Primary Health Care Services 


The primary health care infrastructure provides the first level 
of contact between the population and health care providers. Realising 
the importance of the primary health care infrastructure in delivery of 
health services, States, Centre and several agencies simultaneously 
started creating primary health care infrastructure and manpower. This 
has resulted in substantial amount of duplication of the infrastructure 
and manpower; inspite of this there are under served areas where the 
need for the health services is very great. The problem is mainly one of 
inequitable distribution of existing institutions and manpower as well as 


poor functional status due to: 


1. Mismatch between personnel and infrastructure 
2. Need for orientation and skill up gradation of personnel 


3. Lack of appropriate functional referral system 


° The primary health care infrastructure created by the States in rural 


areas under modern system of medicine include: 


: Subcentres 137271 


- Primary Health centres 22975 
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Community Health centers 2935 


In addition in all states there are subdivisional/Taluk hospitals. 


The Deptt. of Family Welfare supports personnel in are 5435 rural 
family welfare centres, and has created 871 urban health posts, 
1083 urban family welfare centres, 550 district post partum centres 


and 1012 sub-district postpartum centres. 


Under the Dept of ISM&H there are 22,104 dispensaries, 2862 
hospitals, 300 medical colleges. 


Municipalities provide urban health services. 
CGHS provides health care for Central Govt. employees. 


Railways, defense and similar large Deptts. have their own hospitals 
and dispensaries for providing for the health care needs of their staff. 


PSUs and large industries have their own medical infrastructure. 
ESI provides hospital and dispensary based health care to employees. 


All hospitals -primary, secondary or tertiary care also provide primary 


health care services to rural and urban population. 
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Over and above all these there are the voluntary organizations and 


the private sector providing heath care. 


The statewise information with regard to the government 
hospitals and dispensaries in modern system of medicine and ISM&H, 
rural primary health care infrastructure as well as the institutions 
being maintained by the Department of Family Welfare for providing 
family welfare services is given at Annexure-I. 


It is important to take into account all these before estimating 
the gaps in infrastructure and manpower. It is possible to achieve 
substantial improvement in coverage and quality of health services by 
appropriately restructuring the existing infrastructure making 
them responsible for health care for the population in a defined in 
geographic area. Similarly substantial proportion of the manpower problems 
can be sorted out by appropriate reorientation and re-deployment of 


existing manpower. 
Rural Primary Health Care Services 


At the national level the total number of functional Sub centres and 
the PHCs nearly meets the set norms (one sub-centre for 3000-5000 
population, one Primary Health Centre for 20,000-30,000 population) for 
the population in 1991. The requirement of primary health care infrastructure 
(as of 1991 population) and the current status of primary health 


care infrastructure and manpower in rural areas is given in Table I. 
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TABLE I 


Rural Primary Heaith Care Infrastructure/Manpower 
CATEGORY OF REQUIREMENT 
O. CENTRE FOR 1991 AS ON 30-6-99 (SURPLUS) 
LS 


REQUIRED |IN POSITION GAP/ 
SURPLUS 


| [anmsarsc | s3si0s_| 134086 | 22 
g 
a 


4s 


Doctors at PHCs 22349 25506 (3158) 
Specialists at CHCs 22348 3741 18724 


Source.:- Ministry of Health and Family Welfare 


Even though a vast infrastructure has been created, it is functioning 


sub-optimally. The factors responsible for the sub-optimal functioning of 


rural Primary Health Care Institutions are: 


- Multiple tiers of institutions, which had been created at 
various times not being organized to take care of health needs of 


defined population. 


- Inappropriate location, poor access and poor maintenance: 
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' Gaps in critical manpower; 


Mismatch between personnel and equipment: 


: Lack of essential drugs/diagnostics; 


- Poor referral linkages. 


In spite of the fact that the norms for creation of infrastructure 
and manpower are similar throughout the country, there are 
substantial differences between States and between districts in the same 
state in the availability and utilization of health care services and 
health indices of the population. Attempts are being made to minimise 
these gaps. It is a matter of concern that many of the districts with 


poor health indices do not have adequate health infrastructure. 


In addition to the classical PHC, States have a large no. of rural 
hospitals and dispensaries. in modem system of medicine and ISM&H. 
In addition to CHCs there are block level PHCs, Taluk Hospitals, 
Sub Divisional Hospitals & Sub District Post Partum Centres. 
Earmarked funds under BMS could be utilized for completing the 
restructuring and strengthening of these hospitals/dispensaries. Several 
states have initiated action to improve access to primary health care 
services. Some of the ongoing initiatives to improve access to Primary 


Health Care include: 


6] 


_  §trengthening/appropriately relocating Sub-centres/PHCs. 


Merger, restructuring, re-locating of hospitals/dispensaries in rural 


areas and integrating them with existing infrastructure. 


Restructuring existing block level PHC level, Taluk, Sub-divisional 


hospitals-States such as Himachal Pradesh have already undertaken 
this. | 


. Utilizing funds from BMS, ACA for BMS and EAP to fill critical 


gaps in manpower and facilities. 


. District level walk-in interviews for appointment of doctors of 
required qualifications for filling the gaps in PHC -States like MP 


and Gujarat have reported limited success. 


- Use of mobile health clinics -Orissa, Delhi. 


Currently, in addition to funding through the earmarked basic 
minimum services in the State Plan Budget, funding from Additional 
Central Assistance under PMGY externally assisted projects for 
strengthening health infrastructure and centrally sponsored programmes 
in Health and Family Welfare provide funding for strengthening 
infrastructure, covering critical gaps in manpower, equipment, 
consumable and drugs. Under PMGY, an allocation of Rs.2500 crores has 
been provided to the States for 5 sectors comprising primary health, 
primary education, shelter, drinking water and nutrition. A minimum of 
15% of this allocation is to be spent by the States on each of the five 
sectors. However, the states do have the flexibility to determine the 
utilization of the remaining 25% of funds. Funds from PMGY under 
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primary health care may be utilized for Strengthening of existing 
and functioning primary health care institutions (50%) by procurement - 
drugs and essential consumables and contingency for travel costs for 
ANMs, repair of essential equipment, repair/replacement of furniture 
and 50% for strengthening repair and maintenance of infrastructure in 
sub-centre, PHC and CHC (priority will be given to ensure portable 


water supply, adequate toilet facilities and waste management). 


Poor maintenance and consequent deterioration of the buildings 
and equipment has been a major factor responsible for sub-optimal 
functioning. Many States are unable to provide funds for these critical 
activities from the Non Plan funds. Under the Reproductive and Child 
Health Care Programme, Rs. 10 lakh per district has been released to 
the States for minor repair and maintenance of buildings, especially for 
operation theatre, labour rooms and for improvements in water and 
electric supply. Rs. 10 lakh per CHC/district hospital is also released to 
all States for major civil works to improve facilities for essential 
obstetric services through construction/repair of operation theatre, 
labour rooms or to provide/improve facilities for water/electric supply 
in PHCs, CHCs & district hospitals. A total of Rs. 49 crores for minor 
civil works and Rs. 21 crores has been released in the Ninth Plan upto 


1998-99. 
Health Manpower in Rural Primary Health Care Institutions 


The number of PHC doctors at the national level exceeds the 


requirement as per the norms. However, there are marked differences in 
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their distribution. The PHCs without doctors and paraprofessionals 
are mostly located in remote areas where health care facilities provided 
by the voluntary or private sector is also limited. Some of the 
innovative approaches to fill the vacancies in under-served areas 
currently being tried in some States include local recruitment of doctors, 
if necessary on part-time basis; adoption of a village/PHC/district 
by industrial establishments, cooperatives, self-help groups and 
charitable institutions; permitting local practitioners to pay a rental 
and practice in the PHCs after OPD hours. The usefulness of these 
approaches is being assessed. Substantial proportion of specialist posts 
even in functional CHCs are vacant, hence these CHCs are unable to 
function as First Referral Units (FRUs). It 1s necessary to ensure that 
specialists are available in the CHCs so that referral patients and 
those requiring emergency care receive the treatment they need. There 
are gaps in some of the critical para professional personnel such as the 
lab technicians and male multi purpose workers. Efforts are under way 
to provide the required posts of lab technicians under various CSS to fill 
the gap within this plan period. The number of sanctioned posts of male 
multi-purpose workers is only half the number required. This has been 
cited as one of the major factors responsible for the sub-optimal 
performance in health sector programmes. There are large numbers of 
male-workers employed in the malaria, leprosy and TB Control 
programmes. They have to be given appropriate retraining and skill 
upgradation, redeployment as male multipurpose workers and given 
the responsibility of looking after all health and family welfare 
programmes in their sub-centre area. Funds for these activities are 
available under States Annual Plan Health Sector Basic Minimum 
Services (BMS) Outlays, for BMS and Externally Aided Projects; some 
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of the states have state specific Externally Assisted Projects to improve 


primary health care infrastructure/manpower. 


Urban Primary Health Care Services 


Nearly 30% of India's population lives in urban areas. There is 
either non - availability or substantial under utilization of available 
primary care facilities along with an over-crowding at secondary and 
tertiary care centres. There is a plethora of personnel and beds in 
public, private, voluntary agencies but these are not geographically 
linked with clear assignment of responsibilities or referral linkages. 
The innate difficulty in restructuring of infrastructure is that there 


are multiple funding agencies. 


Nagar Palikas, State Govts., Central Ministries and EAPs provide 
funding for building upgradation and re-structuring urban primary health 
care infrastructure and establishing effective linkages. Earmarked 
funds under BMS and the ACA for BMS, funds from the urban RCH 
project and from urban component of IPP project can be utilized for the 
development of urban primary health care. Planning Commission 
has provided an ACA of Rs. 1.5 crores for strengthening of urban health 
care services in Municipal Council, Malgaon, Nasik district, Maharashtra 
in Annual Plan 1999-2000. Though there are several small success 
stories, the progress in the overall task of restructuring, reorganising 
the urban primary health care linked to secondary and tertiary care and 


appropriate retraining and redeployment of personnel has been very slow. 
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Tribal Areas 


The population coverage norms for primary health care institutions 
is 1 PHC per 20,000 population, | SC for 3000 population in 
hilly/tribal areas as against | PHC per 30,000 population and | SC for 
5000 population for the general rural population, in view of distances 
and sparse population. There are at present 20,799 SCs, 3,306 PHCs 
and 469 CHCs in tribal areas in addition there are 1122 Allopathic 
dispensaries, 120 Allopathic hospitals, 78 Allopathic mobile clinics, 
1106 Ayurvedic dispensaries, 24 Ayurvedic hospitals, 251 
Homeopathic dispensaries, 28 Homeopathic hospitals, 42 Unani 
dispensaries, 7 Siddha dispensaries functioning in tribal areas. Similarly, 
16,845 SCs, 5987 PHCs & 373 CHCs have been established in 
Scheduled Caste Basties/Villages having 20% or more SC population; 
another 980 Allopathic dispensaries, 1042 Ayurvedic dispensaries, 
480 Homeopathic dispensaries and 68 Unani/Siddha dispensaries 


are functioning in schedule caste concentrated areas. 


Most of the Centrally Sponsored Disease Control Programmes 
have a focus on tribal areas. Under the NAMP 100 identified districts 
that are predominantly tribal in Andhra Pradesh, Bihar, Gujarat, 
Madhya Pradesh, Maharashtra, Orissa & Rajasthan are covered. 


Several states have had successful experiments in improving primary 
health care to Tribals: 


: Andhra Pradesh - Committed, Govt. persons running health facilities in 
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tribal areas. 

- Orissa - ACA for mobile health units with fixed tour schedule. Problem 
Expensive, difficult to replicate. 

. Karnataka, Maharashtra - NGO ‘adopting' and running PHCs in 
Tribal areas. | 

- Success is mainly due to commitment of individuals and credibility 


of NGOs. 


The problems with such experiments are that the: 


- Initiatives and commitment of key individuals are responsible for 
success and it is difficult to replicate these experiments in a vast 


system. 


A new scheme titled Medical Care for Remote and Marginalised 
Tribal and Nomadic Communities has been initiated in the Ninth Plan. 
Under this scheme, a research project on ‘Intervention Programme 
for Nutritional Anemia and Haemoglobinopathies amongst some 


primitive tribal population of India’ has been initiated by ICMR. 


Secondary Health Care 


The secondary health care infrastructure at the district hospitals 
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and urban hospitals are currently taking care of the primary health care 


needs of the population in the city/to 
act as secondary care centres; this inevitably leads to overcrowding 


wn in which it is located and also 


and under utilization of the specialized services. 


Strengthening secondary health care services is an identified 
priority in the Ninth Plan. In addition to the provision of funds from 
State Plan several States have been seeking External Assistance to build 
up FRU/District Hospitals. So far six states have initiated such projects 
with external assistance from World Bank. The States have initiated 
construction works, procurement of equipments increased availability 
of ambulances, drugs; improvement in services following training to 
improve skills in clinical management, attitudes and behaviour of health 
care providers reduction in vacancies and mismatches in health 
personnel/infrastructure and improvement in Hospital Waste 
Management, disease surveillance and response system have been 


reported. 


All the six States have attempted introduction of user charges for 
diagnostics and therapeutics from people above the poverty line. Initial 
problems have been sorted out. Some States are still unable to ensure 
retention of collected charges in the same institute. This problem need 
be speedily resolved. 


Tertiary Health Care 


Majority of the tertiary care institutions in the governmental 
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sector lack adequate manpower and facilities to meet the rapidly 
growing demand for increasingly complex diagnostic and therapeutic 
modalities. On the other hand, there is overcrowding in tertiary care 
hospitals due to a lack of a referral system from primary and secondary 
care levels. There is a need to optimize facilities in the tertiary care 
centres. The Ninth Plan priorities for tertiary care centres includes 
provision of funds for capacity building levying user changes to 
people above poverty line and exploring alternative modalities to meet 
the growing cost of care. 


Several States (e.g. Rajasthan, UP) are trying out innovative 
schemes to give greater autonomy to these institutions, allowing them to 
generate resources and utilise them effectively. Some States 6.2. 
Rajasthan and Kerala have been levying user charges and attempting 


to utilise the funds to improve hospital services. 


Suggestions for Improvement in the Functioning of Primary Health Care 


Infrastucture 


There is adequate primary health care infrastructure in rural areas. In 


order to improve the primary health care services, it is important that: 


- Construction activity is to be taken up only when it 1s absolutely 


necessary. 


- High priority to be accorded to filling the reported large gap in the 
vital CHC/FRU by re-designation and strengthening, providing 
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ropriate equipment and consumables and drugs required. 


app 
. Retraining and skill upgradation of male workers in vertical 
programmes and their redeployment as male multi purpose workers. 


_ Correct mismatches between infrastructure/equipment and manpower 


to make institutions fully functional. 


No new infrastructure needs to be created and only existing 
infrastructure should be strengthened and operationalised. The access to 
primary health care should be improved and quality of primary health care 
‘n urban and rural areas should be enhanced through optimally functioning 
primary health care system. The following measures are suggested 
which would help in optimal and efficient functioning of the existing 


primary health care infrastructure: 


- To streamline existing urban and rural primary health care institutions 


by appropriate reorganization. 
- To ensure that all these institutions are made fully operational. 


- To fill the gaps in Community Health Centres (CHCs) through 
re-structuring and strengthening existing block level PHC and Taluk, 


Sub-divisional hospitals. 


- To provide need based manpower on the basis of distances, difficulties 


and work load. 
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- To provide essential equipment, consumables and drugs 


- To establish functional referral linkages (Annexures-II) 


The PHCs should function as curative care centres and also 
provide preventive and promotive health care services. CHCs with 
25-30 beds should provide back up Curative, referral and inpatient 
facilities. Specialists from CHCs/ FRUs should visit to PHCs 
on specified days. Non-overlapping geographical areas should be 
earmarked for provision of services by PHCs/CHCs/Taluk Hospitals. 
Civil Surgeons/District Hospital In-charge should be made responsible 
for developing referral linkages between PHCs/CHCs/Taluk Hospitals 


functioning in the area. 


Availability of medical and para-medical manpower should be 
improved through contractual appointment of doctors/ para-professionals. 
Anaestheist should be appointed at FRUs/CHCs on contractual basis. 


States must be provided earmarked funding under health sector 
allocations in Annual Plan proposals for primary health care services 
under Rural/urban areas. There is a need to have state specific strategies 
and within the states district specific strategies especially for backward 
areas. Over and above the national norms for establishment of infrastructure 
for providing basic health care facilities the state governments should 
formulate separate policy/ strategy/ demographic norms for establishment 


of the infrastructure in the backward areas depending upon their 


specific requirements. 
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A number of states have started implementing the Secondary — 
Health System Project for strengthening of the health care infrastructure 
at the district level. There is an urgent need for making the health 
care institutions at district level to be self sustainable so that these 
institutions are able to function in a financially independent way and are 
also able to provide good quality health care facilities. There is also a © 
need to define the role of public sector hospitals. The district level 
hospitals and other institutions providing referral back-up need to 
be restructured and the state governments may be given flexibility 
to evolve their own strategies for making these institutions self- 
sustainable. The States must introduce user charges for the persons who 


can afford to pay. 


The district should have specialists in epidemiology/ public health/ 
bio-statistics so that monitoring of ongoing health/family welfare 
programmes through Health Management Information System 
(HMIS), ensuring appropriate supplies, disease surveillance and 
responding to the immediate requirements become insult in the public 
health system. Wherever epidemiologists are not available, the existing 
clinical specialists should be trained in public health and epidemiology. 
Planning Commission has provided an additional central assistance 
for development of a self - sustainable district hospital model and the 


progress in this effort will be monitored. 


Suitable programmes under Continuing Medical Education (CME) 
should be planned for the professional/paraprofessional in public/private/ 
voluntary sector so as to keep them abreast with the latest developments 


in the field. Suitable policy needs to be developed for the rational use of 
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drugs and the use of only the generic drugs so that cost of 


drugs 
becomes affordable. 


Connectivity of villages with the villages having primary health 
care facilities should be improved utilizing funds available under PMGY. 


ISM&H institutions in rural/remote areas to provide preventive/ 


promotive services and also health counseling. 


A cadre of mid-wife may be formed for better management of 
maternal and child health activities in the rural areas. 
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; Annexure - ] (Cont.) 
Statement Showing State-wise Staff Position Under MAMP. 
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Table Showing Position of Vertical Staff by March 2000 
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Nutrition 


At the time of Independence the country faced two major nutritional 
problems - one was the threat of famine and acute starvation due to low 
agricultural production and lack of appropriate food distribution system. — 
The other was chronic energy deficiency due to poverty, low-literacy, 
poor access to safe-drinking water, sanitation and health care; these 
factors led to wide spread prevalence of infections and ill health in 
children and adults. Kwashiorkor, marasmus, goitre, beriberi, blindness 
due to Vitamin-A deficiency and anaemia were major public health problems. 
The country adopted multi - sectoral, multi-pronged strategy 
to combat the major nutritional problems and to improve nutritional 


status of the population. 


During the last 50 years considerable progress has been 
achieved. Famines no longer stalk the country. There has been substantial 
reduction in moderate and severe under nutrition in children and some 
improvement in nutritional status of all segments of population. 
Kwashiorkor, marasmus, pellagra, lathyrism, beriberi and blindness due 
to severe Vitamin-A deficiency have become rare. While much of this change 
is attributable to improvement in dietary intake, sometimes 
the changes were unforeseen and incidental to ongoing developmental 
processes. However, it is a matter of concern that milder forms of 
chronic energy deficiency and micronutrient deficiencies continue to 
be widely prevalent in adults and children. The last three decades 
have witnessed emergence of newer nutritional problems. Unforeseen 
factors, unleashed by developmental process have brought about changes 
in environment and dramatic changes in epidemiology of nutrition 
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related disease such as flurosis. There had been major alterations in the 
life styles and dietary intake especially among urban middle and 
upper income group population resulting in increasing incidence of 
Obesity in adolescents and adults and increasing risk of non- 
communicable diseases; under nutrition associated with HIV /AIDS is 


emerging as a newer public health problem. 


The National Population Policy 2000 envisages improvement in the 


Health and nutritional status of women and children through : 


* Creating an enabling environment for women and children to benefit 
from products and services disseminated under the reproductive and 


child health programme 
° Child care services for working women 


* Provide improved access to fuel and safe drinking water and 


improvement in sanitation 
¢ Improve quality of MCH services 


* Promote intersectoral coordination especially between the anganwadi 


worker and the ANM 


° Develop package of nutrition and health services to the adolescents 
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Currently the major nutrition related public health problems are: 


1) Chronic energy deficiency and under-nutrition 


2) Chronic energy excess and obesity 
3) Micro-nutrient deficiencies 
(a) Anaemia due to iron and folate deficiency 


(b) Vitamin A deficiency 


(c) Iodine Deficiency Disorders 


A review of the current nutrition related public health problems and 
suggestions regarding remedial measures to be implemented during the Tenth 


Plan period is given in the following pages 


The Ninth Plan aims to achieve the following objectives: 


Freedom from hunger through increase in food production, effective 


distribution, improvement in purchasing power of the population: 


Reduction in under nutrition and its health consequences through: 


a) universalisation of Integrated Child Development Services 


(ICDS); 
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b) screening at risk groups; 
growth monitoring; 


targeting of food supplement to those Suffering from under- 


nutrition; 


close monitoring of under-nourished persons receiving food 


supplements; 


effective intersectoral coordination between health and nutrition 
workers to ensure early detection and management of health 


problems associated with or leading to under-nutrition; 


Prevention, early detection and effective management of micro-nutrient 


deficiencies and the associated health hazards. 


Nutritional Implications of Changing Food Production Patterns 


One of the major achievements in the last fifty years has been 
the green revolution and self-sufficiency in food production. Food 
grain production has increased from 50.82 million tons in 1950-51 to 
200.88 million tons in 1998-99 (Prov.). It is a matter of concern 
that while the cereal production has been growing steadily at a rate 
higher than the population growth rates, the coarse Figure-1 grain 
and pulse production has not shown a similar increase (Table I Fig 1). 


There has been a reduction In the per capita availability of pulses 
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(from 60.7 grams per day in 1951 to 34 grams per day in 1996- Fig.-2) 


and coarse grains. Fig. --] 


PER CAPITA NET AVAILABILITY OF 
FOODGRAINS 


Cereals Pulses Total 
Foodgrains 
w 1951 gw 1971 ff 1996 
Source: NNMB 


Fig. - 2 


Trends in Production of Important Food Items 
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Source :- Agricultural Statistics at a Glance, M/o Agriculture (Population in Crores) 
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FOOD PRODUCTION 


Major achievement is self sufficiency in food grains in spite of 


population growth 
Challenges: 


* Continue to improve food grain production to meet the needs of the 


growing population 


* Increase coarse grain production to meet the energy requirements of 


the BPL families at lower cost 


¢ Increase pulse production improve affordability of pulses and increase 


consumption 


¢ Improve availability of vegetables at affordable cost through out the 


year in urban and rural areas 


Opportunities © 


¢ Achieve substantial improvement in food security 


* Achieve decline in macro and micronutrient under nutrition 


Paradigm shift needed 


. From self sufficiency in food grains to meet energy needs to providing 
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food stuffs needed for meeting all the nutritional needs 


From production alone to reduction in post harvest losses and value 


addition through appropriate processing 


Prevention and management of Chronic Energy Deficiency (CED) 


Changes in Dietary Intake and nutritional status 


Time Trends in Energy Intake 


npn preg 


Distribution (%) of Adult Males by BMI Status in 
Different Periods 


1975-79 
mm 1988-90 
[1996-97 


Per cent 


NORMAL 
WEIGHT 


Nutritional Grades 
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Currently there is no agency, which carries out nation-wide 
surveys On an appropriate sample of the population for inter-state 
comparisons and time trends in intake and nutritional Status. The 
NNMB is the only major source of data on nutrition and related aspects 
but it covers only ten states viz., Andhra Pradesh, Karnataka, Kerala, 
Tamil Nadu, Maharashtra, Gujarat, Orissa, West Bengal, Madhya 
Pradesh and Uttar Pradesh. Of these states also, in the last survey 
(1996-97), the survey could not be carried out in West Bengal and the 
coverage was partial in Madhya Pradesh and Uttar Pradesh. 


Over the last three decades there have been substantial changes 
in socio- economic status as well as life style of the population. The data 
from the surveys conducted by the National Nutrition Monitoring Bureau 
(NNMB) indicate that there has been an increase in energy intake in adults 
-both men and women over the last three decades (Figure-3). Data from 
NNMB also indicates that over years there has been some decline in CED 
and simultaneously an increase in obesity (Fig- 4). It is important to find out 
the impact of these changes in dietary intake and nutritional status of the 


population. 


Ninth Plan operational strategy is to improve the dietary intake of the 


family and improve nutritional status of the adults through 


- Adequate agricultural production of cereals, pulses, vegetables and 


other food stuffs needed to fully meet the requirement of growing 


population; 


87 


Improvement in purchasing power through employment generation and 


employment assurance schemes; 


Providing subsidized food grains through TPDS to the families below 


poverty line; 


* Explore feasibility of providing subsidized coarse grains to families 


Below Poverty Line (BPL). 


CED in Pregnant and lactating women 


It has long been recognized that pregnant and lactating women and 
preschool children are nutritionally the most vulnerable segments of 
the population and under-nutrition in them is associated with major 
health problems. Major causes of CED continue to be inadequate 
food intake, infections, poor health care. The major initiatives to tackle 
the problem include poverty alleviation schemes, schemes to improve 
purchasing power, TPDS to enhance household food availability, 
ICDS to provide food supplements to pregnant and lactating women and 
pre-school children. Dietary intake in pregnant and lactating 
women continues to be lower than the recommended levels. Pregnant 
and lactating women have been an identified priority group for receiving 
food supplement through ICDS. However, experiences over the 
years indicate very few needy at risk pregnant women regularly access 


and benefit from ICDS food supplements. Effective antenatal care is also 
not readily available. 
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Current Situation of CED 


: While mortality has come down by 50% and fertility by 40%, 


reduction in under nutrition is only 20%. 


There has been 50% decline in severe under nutrition. 


Reduction in mild under-nutrition is marginal. 


India with less than 20% globle children accounts for over 40% 


under nourished children. 


Under nutrition in pregnant women and 6-24 months children has not 


declined. 


There has been no reduction in prevalence of low birth weight. 


Low dietary intake in already chronically under-nourished women 
has adverse effects on health and nutritional status of both the mother 
and her offspring. There are readily identifiable situations, which result 
in further deterioration of maternal nutrition and have adverse impact 


on outcome of pregnancy. Some such situations are: 


1. Reduction in habitual dietary intake (drought, preharvest season) 
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Increase in work (newly inducted manual laborers ) 


Combination of both the above (food for work programmes) 


Adolescent pregnancy 
Pregnancy in a lactating woman 


Pregnancy occurring within two years after last delivery. 


The community, the health workers and ICDS systems are being 


sensitized to recognize these at risk groups and respond by appropriate 


remedial measures to tackle the problem in these groups. It is important 


that the individual at risk of under nutrition is identified and 


appropriate steps to improve her nutritional status are initiated by the 
AWW and ANM. 


Ninth Plan Strategy 


Screen all Pregnant and lactating women for CED; 
Identify women with weight below 40 Kgs; 

Ensure that they receive food supplements through ICDS; 
Try to bring about some reduction in physical activity; 


Monitor improvement in nutritional status: 


Provide adequate antenatal. intrapartum and neonatal care. 
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CED in Pre-school children 


Preschool children constitute the most nutritionally vulnerable 
segment of the population and their nutritional status is considered to be 
a sensitive indicator of community health and nutrition. India with less 
than 20% global children accounts for over 40% under nourished 
children. Over the last two decades there has been some improvement in 


Fig. - 5 
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energy intake and substantial reduction in moderate and severe 
under nutrition in pre school children (Fig. 5). Though there has not 
been any change in the intake of green leafy vegetables and other 
vegetables, there has been substantial decline in prevalence of nutritional 


deficiency signs (Fig. 6). 
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Fig. - 6 


Percent Prevalence of Nutritional Deficiency Sgns among 
Pre-school Children - Pooled 
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Interstate Differences in dietary intake, undernutrition and infant 
mortality 


Low dietary intake due to faulty feeding is the most important 
cause of under- nutrition. Low birth weight, poor infant feeding 
practices, infections due to poor sanitation, lack of safe drinking water 
and poor access to health care are other major factors responsible for 
under-nutrition in children. There are substantial differences in dietary 
intake and nutritional status of children among the states. In spite of 
low dietary intake, prevalence of severe under-nutrition is lower in 
Kerala because of more equitable distribution of food between 
income groups and within families and better access to and utilization 
of health care. In spite of higher average dietary intake, under-nutrition 
rates are higher in Madhya Pradesh and Orissa because of lack of 
equitable distribution of food and access to health care (Fig.7). 
Identification and appropriate nutrition and health intervention among 
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© ' - 2 » ' 
at risk’ groups and in under-nourished children are essential for optimal 


esults. This is currently being attempted in ICDS programme in Orissa 


Fig. - 7 
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Fig. - 8 
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Under-nutrition increases susceptibility to infections. Infection 
aggravates under- nutrition. If uninterrupted this vicious circle could result 
in death. In most of the states with high under-nutrition the infant 
mortality is high (Fig.8). In Kerala both severe under- nutrition and IMR 
are low because of equitable distribution of food and better access to 
health care. In Maharashtra, IMR is comparatively lower inspite of a 
high rate of under- nutrition. This may perhaps be due to better access to 
health care. In spite of high per capita income, dietary intake and access 
to health care, both under-nutrition and IMR are relatively high in 
Punjab. Factors responsible for these need to be investigated and 
remedial measures initiated. It is therefore imperative that state/ 
district specific situation analysis is done and appropriate health and 
nutrition programmes are initiated and coordinated to achieve optimal 


synergy between the two interventions so that there is improvement 


in nutritional and health status. 


One another factor responsible for under-nutrition in childhood 
is poor intra-familial distribution of food. Studies in CALORIE INTAKE 
(%) intra-familial distribution of food carried out by NNMB indicated 
that in over 20% of the families where adults get sufficient food, the 


pre-school children do not get enough food (Fig. 9). 
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Fig. - 9 
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This problem is inversely related to the maternal education level. 
Nutrition education has a key role in improving intra-familial distribution of 


food so that the preschool children get their due share. 


Operational strategy during the Ninth Plan to improve health and 
nutritional status of pre-school children: 


1) 0-6 months infants -Nutrition education for (a) early initiation of 
lactation (b) protection and promotion of universal breast feeding 
(c) exclusive breast feeding for the first six months: unless there is 
specific reason, supplementation should not be introduced before 


6 months (d) immunisation, growth monitoring and health care. 


2) Well planned nutrition education carried out through all channels 
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3) 


4) 


5) 


6) 


of communication to ensure that the infants and children in the 
critical 6 -24 months period, do a) continue to get breast fed; b) get 
appropriate cereal -pulse - vegetable based supplement at least 3-4 
times a day -appropriate help in ensuring this through family/ 
community/work place support; c)immunisation and health care for 
all children. 


Ensure that children in the 0 -5 years age group are screened, by 
weighment; children with moderate and severe undernutrition get 
double quantity supplements through ICDS; they are screened for 
nutrition and health problems and appropriate interventions are 


provided. 


Screen primary school children and ensure that those with moderate 
and severe chronic energy deficiency do receive the mid-day meal/ or 


their families get the cereals through TPDS. 


Monitor improvement in the identified undernourished infants, children 
and mothers; if no improvement after 2 months refer to physician 
for identification and treatment of factors that might be responsible for 


lack of improvement; 


Nutrition education on varying dietary needs of different members 
of the family and how they can be met by minor modifications from 
the family meals. Intensive health education for improving the life 
style of the population coupled with screening and management of 


the health problems associated with obesity. 
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Nutritional Component of the Integrated Child Development Scheme 


(ICDS) 


ICDS, perhaps the largest of all the food supplementation programmes 


in the world, was initiated in 1975 with the following objectives:- 


i) To improve the health and nutrition status of children 0-6 years 
by providing supplementary food and by coordinating with state 
health departments to ensure delivery of required health inputs; 


ii) To provide conditions necessary for pre-school children's psychological 
and social development through early stimulation and education; 
ili) To provide pregnant and lactating women with food supplements; 


iv) To enhance the mother's ability to provide proper child care through 
health and nutrition education; 


Vv) To achieve effective coordination of policy and implementation among 


the various departments to promote child development. 


The initial geographic focus was on drought-prone areas and 
blocks with a significant proportion of scheduled caste and scheduled 
tribe population. In 1975, 33 blocks were covered under ICDS. Over the 
last two decades the ICDS coverage has progressively increased. As of 
1996, 4,200 blocks were covered under ICDS: there are 5,92,571 
anganwadis in the country. The number of beneficiaries rose from 5.7 
million children and 1.2 million mothers in 1985 to 18.5 million children 
and 3.7 million mothers in 1996. 
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World Bank - GOI Review 


There was a major review of the nutrition sector and ICDS 
programme by the World Bank (WB) and Government of India (GOI) in 
1997. The findings were: 


: ICDS services were much in demand but there are problems in 
delivery, quality and coordination. The programme might perhaps be 
improving food security at household level, but does not effectively 
address the issue of prevention, detection and management of 


undernourished child/mother. 


° Children in 6-24 months age group and pregnant and lactating women 


do not come to the anganwadi and do not get food supplements. 


° Available food is shared between mostly 3-5 years old children 


irrespective of their nutritional status. 


° There is no focused attention on management of severely 


undernourished children- 
° No attempt made to provide ready mixes that could be provided to 
6-24 month child 3-4 times a day; nor is nutrition education focused 


on meeting these children's need from the family pot. 


* Childcare education of the mother is poor or non-existent. 
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: There were gaps in workers’ training, supervision, and community 


support. 


: Intersectoral coordination was poor. 


The nutrition component of ICDS programme is funded by the State 
Govt. In addition to ICDS, some states have other supplementary 
feeding programmes eg. Tamil Nadu -Mid day meal programme. Table-II 
provides the information on expenditure relating to nutrition in 12 
major States. It is obvious that expenditure does not have any 
correlation with level of under-nutrition or State Domestic Product. 
States, which have higher prevalence of under-nutrition, are not investing 
higher amount in food supplementation programme. However, expenditure on 
supplementary nutrition is not the only critical determinant of level of under- 
nutrition. Kerala, which is spending very little oh nutrition programmes, has 
the lowest under-nutrition rates, perhaps due to more equitable distribution 


of food and effective health care. 


100 


Nutrition Spending in Selected States, 1992-95 


Population| Severe and Net Annual 
Below Moderately | State Domestic 
Powerty |Mal-nourished}] Product Per 


Nutrition Spending As a % 
of State Domestic Product 


Note : Nutrition spending figures include GOI and State Government expenditures 


on ICDS, NMMP and other nutrition programs. 
Source : World Bank - India Wasting Away 
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Suggestion made by the GOI- WB review group : 
The review group recommended: 


For ICDS 


: Building up India's commitment and institutional capacity to combat 


undernutrition. 
* Enhance quality and impact of ICDS substantially. 
° Strengthen nutrition action by health sector. 
* Improve food security at community and household level. 


* Concentrate on improvement of the quality of care and intersectoral 


coordination. 
* Focus on reaching 6-24 months children, pregnant and lactating women. 
* Screen all vulnerable population by weight, pick up those with serious 
CED and provide integrated health and nutritional support so that they 


do recover within next three months. 


Enhance quality through training, supervision and community 
ownership; 
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. Establish reliable monitoring and evaluation. 


For Health Sector : 
° Invest in upgrading nutritional skills of all health care workers. 


: Focus on management of health problems in moderately and severely 


under nourished children. 
° Nutrition counseling to parents with sick children 
° Ensure screening, detection and management of severe under-nutrition. 


° Improve collaboration between AWW/ANM to improve coverage in 


6-24 months children and pregnant women. 


Review of funding of Nutritional component of ICDS : 


The State Governments are responsible for funding Nutrition 
component of ICDS. Inadequacy of funds is one of the major factors 
responsible for erratic food supply and poor coverage. Outlays 
and expenditures for food supplementation through ICDS during the 9th 
plan are given in Annexure-l. Planning Commission reviewed the 
State Governments' funding of nutrition component of ongoing 
ICDS programme in 1999. The current norms envisage that funds for 
feeding 72 beneficiaries are provided to every anganwadi (against 
the average of about 200 eligible children and women in the 


community). The programme guidelines are uniform for all blocks. At 
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the national level only 30 million out of the country's 162 million 


children are covered. The ‘covered’ children may not be the most 
needy groups Or ‘ndividuals. There are nod Puidellines for targeting the 
available food to the most needy. Planning Commission computed the 
state- wise requirement of funds as per the existing ICDS guidelines and 
if supplements were to be given only to women and (0-4) children from ~ 
BPL families taking into account state specific birth rates (1997) and 
BPL rates (1994). The gap in funding under these two scenarios was 
calculated and the data is presented in annexure Il & Ill. It is obvious 
that under both these scenarios there are huge gaps between required 
funds and amount actually provided. The State Governments have been 


requested to initiate steps to fill this critical gap to the extent possible. 


ICDS during 9th plan: 


Ninth Plan envisages that efforts are to be made to -a) ensure 
that bottlenecks in food supply are eliminated; b) improve the regularity 
and quality of services c) effective inter-sectoral coordination 
between health, family welfare and nutrition programmes. Growth 
monitoring, targeted nutritional supplements to children and mothers 
with CED, nutrition and health education are to be intensified through 
the joint coordinaion of activities of Anganwadi Workers/ANMs. 
Active community/ PRI participation in planning, implementation and | 
monitoring of ICDS activities at village level is to be attempted. The 
efforts should be to focus on detection of severely undernourished 


children and women who will receive available supplements on priority 
basis from existing ICDS programme. 
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Monitoring of ICDS Programme 


There is an urgent need to establish and sustain a universal efficient 


system of collecting, collating, analysing and utilising the ICDS data 
to arrive at local focused intervention and for monitoring their impact. 
Both ICDS and the health functionaries regularly file monthly progress 
report, which are collated and reported. However the existing monitoring 
systems are functioning sub-optimally. There are lacunae at the levels 
of collection, reporting and collation. There are delays in analysis 
and reporting. The reports of the health and family welfare programme 
by the respective workers, and the monthly progress reports sent 
by the ICDS workers are not utilised for district level monitoring 
and midcourse correction of the ongoing programmes. These problems 


have to be resolved and a good monitoring system be operationalised. 


Currently there are efforts to improve these and also to ensure 
effective utilisation of the available district data for area specific 
micro planning and to strengthen monitoring. As a part of PMGY 
initiative, Planning Commission has designed a simple format for 
reporting district-wise disaggregated data on nutritional status of under 
three and under five children. Collection, compilation and use of this 
data may improve monitoring the impact of ongoing programmes in 
prevention and management of under-nutrition, and enable district 


specific intervention. 


The Department of Women and Child Development has integrated 
this format into the monthly/quarterly reporting format for ICDS. 
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Secretaries of both the Department of WCD and Planning Commission 
have requested the State Governments to include monitoring of 


nutritional status as a part of every review meeting of ICDS at all levels. 


Nutritional status based on weight for age is documented and 
reported in ICDS project. They are seldom analysed and used because of 
the fear that the data may not be robust enough to permit its use for 
monitoring trends. At the request of the Department of Women and 
Child Development, the National Institute of Nutrition has carried out a 
study in Andhra Pradesh for improving the monthly progress reports of 
the ICDS workers and improving monitoring of ICDS programme at 
district level. The data from the study indicated that it was possible to 
train and orient the ICDS functionaries to improve the quality and 
timeliness of the reporting. Analysis of the data and discussions on 
the implications of the reports with the functionaries facilitated the 
implementation of midcourse corrections (shown in the diagrams below) 
and led to improvement in performance. Data from the AP study 
depicted as Geographical Information System (GIS) mapping indicates 
that the data generated by AWW is useful for monitoring the block 
and district situation and could over time be useful for building up 
database for nutritional surveillance. Also, utilising the data sent by 
routine’ reporting of ICDS workers block-wise, GIS mapping of the 
severe and moderate under-nutrition in 0-3 years age groups and 4-6 
years age groups in 229 ICDS blocks in Orissa was done. The GIS maps 
clearly bring out trends in under-nutrition in different areas, different 


seasons and in different age groups. 


Careful monitoring of the data on prevalence of under-nutrition 
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in under five years old children will also be the first step towards 
building up of a nutrition surveillance and response system at the critical 
district level. Under the Reproductive and Child Health initiatives, the 
ANMs are to identify, and refer ‘at risk' undernourished women and 
children. Collaboration between ANMs and AWWs at the Village level 
would improve implementation and monitoring of both rene and 


nutrition programmes. 


Based on the district-level data, appropriately targeted 
interventions could be initiated. Increasing use of the data would 
encourage workers to correctly file their monthly reports. The CDPOs 
will develop confidence in the AWW's report and utilise the data to 
Organise intervention at appropriate time right at the village level. 
These encouraging state level studies need to be utilised to improve 
monitoring of ICDS. Efforts should be made to improve quality of 
weight measurement and reporting of under-nutrition in all ICDS 
blocks. Once, good quality data on a regular basis become available at block 


and district level it should be used as an instrument for: 


a) Monitoring ICDS activities in terms of reduction in under-nutrition. 
b) Planning appropriate interventions based on the data and 


c) Building up database for nutritional surveillance in vulnerable groups 


In order to improve the nutritional status and school retention 
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rates among primary school children, the programme for Nutritional 


Support to Primary Education (popularly known as the Mid-day Meal 


Scheme) was launched in 1995 as a 100% Centrally funded, Centrally 


Sponsored Scheme. Under this scheme, all school children in the 
primary schools in government and government-aided schools are to be 
covered. It was envisaged that children will get pre-cooked food for 
10 months in a year and where this is not possible, ready to eat foods or 
food grains are to be provided. The programme is being implemented 


and monitored by the Department of Education. 
Emerging nutritional problem: 
Adolescent Nutrition 


According to the projections made by the Technical Group on 
Population Projections, the number of adolescents will increase from 
20 crore in 1996 to 21.53 crore in 2016; this age group will infact 
witness the fastest growth in the coming two decades. Adolescents who 
are undergoing rapid growth and development are one of the 
nutritionally vulnerable groups who have not received the attention 
they deserve. In under-nourished children rapid growth during 
adolescence may increase the severity of under nutrition. Early marriage 
and pregnancy will perpetuate both maternal and child under-nutrition. 
At the other end of spectrum among the affluent segment of 


population, adolescent obesity is increasingly becoming a problem. 
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Available data from NNMB indicates that there had not been any 
substantial improvement in dietary intake of adolescents over the last 
two decades. However, there is some improvement both in height 
(Fig.12) and weight (Fig.13) during this period. Data from NNMB 
also shows that over the period there has been some increase in obesity 
among adolescents especially among the affluent groups both in urban 
and rural areas. Thus, currently there is a need to combat both 
under-nutrition and over-nutrition. The adolescents also suffer from 
micronutrient deficiencies. With onset of menstruation, girls in this age 
group are vulnerable to anaemia and all its adverse consequences. Over 
half the girls get married before the age of 18 years. Early pregnancy 
further aggravates both under-nutrition and anaemia and leads to 
difficulties in detection and management of obstetric/nutritional 


problems and result in adverse outcome of pregnancy. 


HEIGHTS OF BOYS AND GIRLS ACCORDING To F*!? 
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With a view to minimise these adverse effects, nutrition education, 
health education and the appropriate nutritional interventions for 
adolescents are being taken up under ICDS and RCH Programmes. In 
order to reduce anaemia, supplementation of iron and folic acid to 
adolescent is also being taken up on a pilot basis under both these 
programme. Department of Women and Child Development has 
launched an adolescent girls scheme to take care of specific needs of 
adolescent girls in 507 blocks. The department proposes to cover 1493 
additional blocks during the remaining period of the 9th Plan. The 


progress in these initiatives are being monitored. 


Geriatric Nutrition 


With increasing longevity, the proportion and number of persons 


in the age group of 60 years and beyond is rapidly increasing; in this 
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age-group women outnumber men. Available data from nutrition 
Surveys indicate that in this group also the duel problem of chronic 
energy and micro nutrient deficiency on one hand and Obesity on the 
other hand are increasingly seen (Fig. 14 & 15). Lack of social Support, 
breaking up of jointly family system, changing life-styles all aggravate 
health and nutritional problems in elderly age group. Innovation 
such as providing societal support, health care and nutrition services to 
the elderly are currently being taken up by several agencies. Simultaneously 
there are efforts to improve family and societal support to elderly 
according to the existing cultural ethos in different regions. Successful 


models for improving quality of life will have to be replicated. 
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Overeating and obesity 
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4 During the last two decades there has been a major alteration in 
life styles and activity pattern among all segments of population. With 
the ready availability of cooking gas, piped water supply and labour 
saving gadgets and ready transport there had been a substantial reduction 
in the physical activity pattern and energy expenditure especially in 
middle and upper income group. However, the dietary intake has 
not undergone any reduction; in fact ready availability of fast foods, 
ice creams and other energy rich food items at affordable costs have 
resulted in increased energy consumption (Fig 16,17 & 18) of these by 
all members of the family. All these have led to increasing energy 
intake over and above the requirement especially among urban and 
rural affluent population and consequent obesity in these segments 
of population (Fig.14&15). Nutrition and Health Education to convince 
the population about the need for restricting energy dense food intake 
and increasing exercise so that energy balance is maintained are being 


taken up. 
Micronutrient deficiencies 


Anaemia 


Anaemia is the most wide spread yet most neglected 
micronutrient deficiency disorder. India has the dubious distinction of 
being one of the countries with the highest prevalence of anaemia in the 
general population. Poor dietary intake and poor intake of iron (Fig.19) 
and folic acid are the major factors responsible for anaemia. Poor 


bioavailability of iron from the phytate, fibre rich Indian diet aggravates 
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the situation. Anemia affects all age groups of population from all 
strata of the society. Anemia is from childhood through adolescence; it 
antedates pregnancy, gets aggravated during pregnancy and gets 
perpetuated by blood loss during labour. Pregnant women and pre-school 


children are the worst affected. Prevalence of anaemia among pregnant 


women ranges between 50 -90%. (Fig 20). 
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Anaemia is associated with reduction in work capacity and 
increasped susceptibility to infection. Association between anaemia and 
low birth weight is well documented. Anaemia continues to be responsible 
for a substantial proportion of the perinatal and maternal morbidity 


and maternal mortality. 


Realising the magnitude of the problem, obstetricians made 
screening and effective management of anaemia an essential component 
of antenatal care. The National Anaemia Prophylaxis Programme of iron 
and folic acid distribution to all pregnant women was initiated in 1972. 
The progrmame has been in operation for three decades. Available data 
from hospital records and information from community-based surveys 
on prevalence of anemia in urban and rural population, suggests that 
the prevalence and the adverse consequences of anaemia in pregnancy 


have remained essentially unaltered over the past three decades. 


Fig. - 20 
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The programme was renamed and revamped as National Nutritional 
Anaemia Control Programme. NNACP aims to reduce anaemia among 
women of the reproductive age and pre-school children by providing 
iron-folate supplements, identifying and treating cases of severe 
anaemia and promoting the consumption of iron-rich foods. Data from 
NFHS-II indicate that even in 1999, a majority of poor women do not 
obtain adequate iron folate supplementation. Major shortages of iron- 
folate tablets have plagued the programme continuously. Other reasons 
for continued poor consumption of IFA tablets include lack of worker 
motivation to distribute tablets, and inadequate education of women 
and communities about their value -many women who receive the tablets 
do not consume them. As a result, very high rates of anaemia persist, 
especially among pregnant women, and the impact of severe anaemia 


on birthweight and maternal mortality is unaltered. 
Ninth Plan Strategy: 


Under the RCH programme a beginning is being made to use a 
multi-pronged strategy for prevention and management of anaemia 
in pregnancy. The programme components aimed at the control of 
anaemia in pregnancy includes: a) nutrition education to increase intake 
of iron and folate rich foodstuffs, b) screening of all pregnant women 
using a reliable method of hemoglobin estimation for detection of 
anaemia, c) oral iron folate prophylactic therapy for all non- 
anaemic pregnant women (Hb > 11 g/dl), d) iron folate oral medication 
at the maximum tolerable dose throughout pregnancy for women with 
Hb between 8 and 11 g/dl, e) parenteral iron therapy for women with 
Hb between 5 and 8 g/dl if they do not have any obstetric or systemic 
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complication, f) hospital admission and intensive personalised care for 
women with Hb < 5 g/dl, g) screening and effective management of 
obstetric and systemic problems in all anemic pregnant women and 
h) improvement in health care delivery system and health education to 
the community to promote utilisation of available facilities for antenatal 


and intrapartum care. 


Ninth Plan Operational strategy for prevention of anaemia in the 


general population includes: 


¢ Fortification of common foods with iron to increase dietary intake 
of iron and improve hemoglobin status of the entire population 


including children, adolescent girls and women prior to pregnancy 


° Health and nutrition education to improve consumption of iron and 


folate rich foodstuffs such as green leafy vegetables 


° Horticultural interventions to improve availability of green leafy 


vegetables in urban and rural areas at affordable costs throughout 


the year. 


There has been training programmes to improve screening 
pregnant women for anaemia and initiating appropriate therapy. However, 
the programme is yet to be operationalised. The Department of 
Family Welfare is now strengthening logistics of drug supply in all the 
States, so that serious shortage of iron and folic acid tablets and problems 
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of the quality of tablets at the peripheral level do not reoccur. 
Ensuring adequate availability of the drugs and rapid operationalisation 


of the programme has to be given high priority. 


There are.on going. clinical and..operational research studies on 
salt fortified with iron and iodine which are being funded by various 
agencies. Health Education and horticultural intervention are 
receiving attention, though the outreach and achievement in terms of changed 
consumption pattern are still far from satisfactory. The pace of progress in 


these activities need to be stepped up. 
Iodine deficiency disorders 


Iodine deficiency disorders (IDD) have been recognised as a public 
health problem in India since mid-twenties. Initially, IDD was thought to 
be.a problem in sub- Himalayan region. However, surveys carried 
out subsequently showed that IDD exists even in riverine and coastal 
areas. No state in India is completely free from IDD. Universal use of 


iodised salt is a simple inexpensive method of preventing IDD. 


The National Iodine Deficiency Disorders Control Programme 
has concentrated largely on ensuring the iodisation of salt and is one 
of the successful micronutrient programmes. However, production of 
iodised salt has been short of requirements, quality control is inadequate 
and transportation bottlenecks remain. Although most States have 
banned the sale of non-iodised salt, this is still available widely, even 


in goiter-endemic areas. The poor probably benefit the least from 
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[DD programme as they are more likely to consume uniodised salt which 


is cheaper . 


Operational strategy for prevention of IDD in the 9th plan includes: 


* Production of adequate quantity of iodised salt of appropriate quality; 


Appropriate packaging at the site of production to prevent 
deterioration in quality of salt during transport and storage; 


Facilities for testing the quality of salt at production level, at retail 
outlets and household level so that consumers get and use good 


quality salt; 


IEC to ensure that people consume only good quality iodised salt and 


Reduction in the price differentials between iodised and non-iodised 
salt through subsidy to people below poverty line, improving 


ready access to iodised salt through TPDS. 


There has been substantial improvement in production but still 
100% requirements are not met. All States have not imposed ban on sale of 
non-iodised salt for human consumption. Quality of salt has 
improved; quality control at production level has been stepped up. 
Availability of good quality of iodised salt at household level is still 
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not universal. It is imperative to ensure intersectoral coordination for 


successful implementation. There is a need for strengthening the 


PFA system of monitoring quality of salt. The existing monitoring 
information system of iodised salt may be simplified and fully 
operationalised. 


As a part of its drive to prevent IDD among the general public, 
the Central Government had issued a notification w.e.f. May, 1998 
making it mandatory for all manufacturers of edible salt to iodise their 
product. There had been debates whether as a public health measures 
iodisation should be enforced through such statutory provision; in view 
of this, the Central Government have issued notification in May 2000 
proposing a future withdrawal of the compulsory statutory iodisation 


of edible salt. 
National Prophylaxis Programme against Nutritional Blindness: 


Vitamin A deficiency in childhood is mainly due to inadequate 
dietary intake of Vit A. Increased requirement of Vitamin A due to 
repeated infection aggravated the magnitude and severity of the 
deficiency. In 1970, the National Prophylaxis Programme against 
Nutritional Blindness was initiated as a Centrally Sponsored Scheme 
(CSS). Under this CSS, all children between ages of one and five years 


were to be administered 200,000 IU of Vitamin A orally once in six 
months. 
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During the last 25 years, this programme had been implemented 
in all the States and Union Territories. The major bottleneck during 
the seventies was lack of infrastructure at the peripheral level to ensure 
timely administration of the massive dose. In the eighties, there was 
considerable improvement in the infrastructure. The lack of adequate 
doses of Vit A came in the way of improved coverage. Poor orientation 
of the functionaries who were providing the services to the population, 
lack of supervision and lack of intersectoral coordination between the 
health functionaries and the ICDS functionaries persisted throughout 
the period and has been one of the factors responsible for the continued 


poor coverage. 


In an attempt to improve the coverage especially in the vulnerable 6 
months to 23 months age-group, Government of India took a decision to link 
up Vitamin A administration to the ongoing immunisation programme during 
the Eighth Plan period. Under the revised regimen a dose of 100,000 IU of 
Vitamin A is to be given to all infants at 9 months along with measles 
vaccine and a second dose of 200,000 IU is to be administered at 18 
months of age along with booster dose of DPT and OPV. Subsequently, 
the children are to receive three doses of 200,000 IU of Vitamin A every 
6 months until 36 months of age. Therapeutic doses are given to those 
with detected deficiencies; programme promotes improved dietary intake 
or Vitamin A rich food. The reported coverage figures under the 
modified regimen indicate that there has been some improvement in 
coverage with the first dose (50.-75%). However, the coverage for subsequent 
doses is low, because of persistent shortage of Vitamin A, 
poor logistics and low community awareness. However, in spite of these 


short comings, there has been a substantial reduction in the prevalence of 
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blindness due to Vitamin A deficiency from 0.3% in 1971-74 to 0.04% in 
1986-89. Repeat surveys carried out by National Nutrition Monitoring 


Bureau indicated that the incidence of Bitot's spots came down from 1.8% 


in 1975-79 to 0.7% in 1996-97(Fig.6). 


Ninth Plan Strategy 


During the Ninth Plan, efforts are being made to improve the 


coverage of all doses of Vit A administration. Increased intersectoral 


coordination between ICDS and FW workers will go along way in 
ensuring coverage of 2nd an.d subsequent doses. Ensuring adequate 
availability of Vit. A will receive due attention. In addition, health 
education to improve consumption of foods rich in B-carotene will 
be continued and backed up by efforts to improve their availability at 
affordable cost. The target for the Ninth Plan is to control Vitamin 
A deficiency so that the incidence of blindness due to Vitamin A 
deficiency becomes less than 1/10,000 not only at the national level 


but also in verious States. 


In an attempt to improve coverage for second and subsequent 
doses of Vit A, some States like Orissa had linked administration of 
Vitamin A with pulse polio immunisation campaign. It is reported that 
the State took precautions to prevent overdosing by stopping Vitamin 
A administration in preceding 6 months. The State reported improved 


coverage. Problems with this strategy include: 
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. Special efforts need be made to ensure that only children between 1-3 
years received Vitamin A and 0-5 years old children receive polio. This 
may not be easy as PPI is a massive campaign covering over 12 crore 
children and the booths are manned by persons who are not health 
professionals. 


: Second dose of Vitamin A for the year has to be administered through 
alternative strategy. 


In view of this it might be preferable to use the sustainable strategy 
for improving Vitamin A status of children i.e. 


° Administration of massive dose of Vitamin A through AWW twice a 
year say April and October every year. 


° Nutrition education by AWW to improve intake of green/yellow 
vegetable. 


National Nutrition Policy: 


Nutrition is a multi faceted discipline with multi-sectoral 
involvement. The National Nutrition Policy adopted in 1993 advocates 
a comprehensive inter-sectoral strategy for alleviating the multi- 
faceted problem of malnutrition and achieving an optimal state of 
nutrition for all sections of the society. The Policy seeks to strike a 
balance between the short term measures like direct nutrition 
interventions and the long- term measures like institutional/structural 
changes and thus create an enabling environment and necessary 


conditions for improving nutritional and health status. National 
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on plan was drawn up which envisaged coordinated efforts 


nts in achieving the goals set in the Nutrition Policy for 


Nutrition acti 
of 14 departme 
the year 2000. 


Several of the concerned sectors have since reviewed the 
progress achieved and have revised their targets for the Ninth Plan/ 
2010 AD. For instance the National Agenda for Governance has proposed to 
ensure food security for all, create a hunger free India in the next 
five years and reform and improve the PDS so as to serve poorest of 
the poor in rural and urban areas. The Family Welfare programme has 
undergone paradigm shift and under the RCH programme, FW targets 
have been revised. The goals set in National Plan of Action for 


Nutrition may have to be revised accordingly. 


Summary and Recommendations 
Health 


Investment in health sector over the last few decades have resulted 
in the creation of the vast public sector infrastructure, improvement in 
access to health care, decline in mortality and improvement in longevity 
of life. However, the country will be facing the increasing dual 
disease burden of communicable and non-communicable diseases because 
of ongoing demographic, lifestyle and environmental transitions. 
Sub-optimal functioning of the infrastructure especially in the States/ 
districts / blocks with poor health indices, poor utilization of primary 


healthcare facilities, overcrowding at secondary and tertiary care due to 
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lack of a proper system of Screening and referral 
major problems that have to be solved. 


Services are some of the 


Current problems faced by the health care services include: 


1. Plethora of hospitals not having appropriate manpower, diagnostic 
and therapeutic services and drugs, in Govt., voluntary and 


private sector. 


2. Persistent gaps in manpower and infrastructure especially at primary 


health care level. 
3. Sub-optimal functioning of the infrastructure; poor referral services. 
4. Massive interstate/ inter district differences in performance as assessed 


by health and demographic indices; availability and utilisation of 


services are poorest in the most needy States/districts. 
5. Sub optimal intersectoral coordination. 


6. Increasing dual disease burden of communicable and non- 
communicable diseases because of ongoing demographic, lifestyle and 


environmental transitions. 
7. Technological advances which widen the spectrum of possible 


interventions, increasing awareness’ and expectations of the population 


regarding health care services, escalating costs of health care, ever 
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+ 


widening gaps between what is possible and what the individual, 


institution or the country can afford. 


Recommendations 


All States will have to undertake reorganisation and restructuring 
of existing health care infrastructure including the infrastructure for 
delivering ISM&H services at primary, secondary and tertiary care levels, 
so that they have the responsibility of serving population residing in a 
well defined area and have appropriate referral linkages with each 
other. Focus will be on quality and content of care, improving efficiency 
of services. To achieve this States will undertake 


* Skill upgradation and redeployment of the existing health manpower 
to manage existing and emerging health problems at primary, 
secondary and tertiary care levels. 


*  Horizontai integration of aii aspects of the current verticai 
programmes including supplies, monitoring, IEC, training and 
administrative arrangements so that they become a part of 
integrated health care. 


* Operationalise accurate HMIS utilising currently available IT tools; 
monitor data on births, deaths, diseases and data pertaining to ongoing 
programme obtained through service channels, within existing 
infrastructure; assess the accuracy of service reporting with 
evaluation studies and initiate remedial action at district level; 


Building up an effective system of disease surveillance and response at 
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district, state and national level within and as a part of existing health 


services: 


* Building up efficient and effective logistic system for supply of drug 
vaccines consumable and other supplies based on the need and 


utilisation. 


One of the major factors responsible for poor performance in 
hospitals is the absence of personnel of all categories who are posted 
there. It is essential that there is appropriate delegation of powers 
to Panchayati Raj Institutions (PRIs) so that these problems can be sorted 
out locally and they do function as an effective team. Involvement of 
the Panchayati Raj Institutions in the planning and monitoring 
ongoing programmes and taking timely corrections will go a long way in 


optimal utilisation of services. 


As a part of economic reforms health sector reforms are perhaps 
inevitable; however due care will be taken to ensure that poorer 
segments of population are able to access services they need. However 
there will be continued commitment to provide essential primary health 
care, emergency life saving services, services under the National disease 
control programmes totally free of cost to individuals based on their 
needs and not on their ability to pay. In order to encourage healthy life 
styles Yearly 'no claim bonus'/ adjustment of the premium could be made 
on the basis of previous years hospitalisation cost reimbursed by the 


insurance scheme. 


Technological advances which widen the spectrum of possible 
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interventions, increasing awareness and expectations of the population 
regarding health care services, escalating costs of health care, ever 
widening gaps between what is possible and what the individual, institution 
or the country can afford. It is, therefore, essential that appropriate 
mechanisms by which cost of severe illness and hospitalisation can be 
borne by individual/Organisation/State are explored and affordable 
appropriate choice made. Global and Indian experience will be reviewed 
and the States will evolve, test and implement suitable strategies. 
Transparent procedures for defining the norms for health care and cost 
in various setting is an essential step in improving quality of care. 
These have to be operationalised in the public, private and voluntary 
sector. Public sector hospitals will take the lead role in prescribing 
requirements of infrastructure, qualified staff, protocols for diagnosis and 
management of common illnesses conditions for carrying out specialized 
interventions, cost of care norms taking into account choice of physician, 


comfort and conveniences provided in the hospital. 


There are six lakh practitioners in Indian Systems of Medicine 
and Homoeopathy in the country; they will be provided with 
appropriate orientation/skill upgradation through CME programmes, 
mainstreamed, utilized in improving access to health care and coverage 
under the national programmes. Efforts will be made ‘to fully implement 
the recommendations of the Planning Commission's Task force 
on preservation, promotion and cultivation of medicinal plants and herbs, 
ensure availability good quality of ISM&H drugs at affordable cost 
within the country and fully realize the export potential for these drugs 
and formulations. 
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Nutrition 


Over the last few decades, there has been a substantial improvement 
in availability of food grains, decline in severe forms of under nutrition 


and associated health problems. 


Current problems in nutrition sector: 


. While mortality has come down by 50% and fertility by 40%, reduction 


in under nutrition is only 20%. 


° Under nutrition in pregnant women and low birth weight rate has not 


shown any decline 


: Even though there has been 50% decline in severe under-nutrition 
reduction. in mild under-nutrition is marginal and India with less than 


20% global children accounts for over 40% under nourished children. 


* Under nutrition associated with HIV/AIDS is emerging as newer public 


health problems. 


* There had been major alterations in the life styles and dietary intake 
and consequently the prevalence of obesity and non-communicable 


diseases are increasing. 
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. Chronic energy deficiency and under-nutrition 
° Chronic energy excess and obesity 
. Micro-nutrient deficiencies 


anaemia due to iron and folate deficiency 


- Vitamin A deficiency 


-  Todine Deficiency Disorders 


Paradigm shift required 


In order to ensure that there is rapid improvement in the 
nutritional and health status of the population there should be a 
paradigm shift: 


* From green revolution fatigue to an ever green revolution by developing 
appropriate farming systems. 


From self sufficiency in food grains to meet energy needs to providing 
food stuffs needed for meeting all the nutritional needs. 


From production alone to reduction in post harvest losses and value 


addition through appropriate processing. 
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: From freedom from hunger to optimum nutrition. 


¢ From programmes aimed at food security and freedom from hunger to 


nutrition security for the family and the individual. 


: From un-targeted food supplementation to fully operationalising growth 
monitoring to identify onset undernutrition and initiate appropriate 


health and nutritional interventions. 


: From treatment of infection when children are brought to prevention, 


early detection and management of infections. 


° From treatment of obesity to lifestyle changes to prevention of obesity 


& associated problems. 


° From micronutrient supplementation to prevention, early detection and 
effective management of micro-nutrient deficiencies and the associated 
health hazards. 


Recommendations 


Food production and distribution: 


In order to achieve substantial improvement in food security and 
decline in macro and micronutrient under nutrition appropriate 


Agricultural Policy initiatives have to be taken to ensure. 


. Continued increase in food grain production to meet the needs of the 


growing population. 
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Increase coarse grain production to meet the energy requirements of the 
BPL families at lower cost. 

Increase pulse production improve affordability of pulses and increase 
consumption. 

. Increased availability of vegetables at affordable cost through out the 


year in urban and rural areas. 


Public Distribution System 


¢ Better targeting of the PDS and making available food items aimed at 
improving the nutritional status of the BPL families. 


¢ A shift from cereals to coarse grains locally produced, procured and 
distributed to improve the targeting and reduce the food subsidy cost 
without reducing the energy supply. 


* Explore feasibility of supplying iodised salt through PDS. 
Improving Maternal Nutrition 


* Identify situations which increase the risk of undernutrition in women 
such as drought, too closely spaced pregnancy etc. and initiate 
corrective measures. 


* Screen of all pregnant and lactating women for CED. 
. Identify women with weight below 40 kgs. 


Ensure that they/their preschool children receive food supplement 
through. 


Try to bring about some reduction in physical activity. 


Monitor for improvement in nutritional status. 
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. Provide adequate antenatal, intrapartum and neonatal care. 
Improving Child Nutrition 


Appropriate health and nutrition education to improve nutritional 
Status and reduce undernutrition including those aimed at : 


° Correcting faulty infant feeding practices. 


: Promoting intrafamilial distribution of food based on needs. 


There is a need to shift from un-targeted food supplementation to 
fully operationalising growth monitoring to identify onset undernutrition 
and initiate appropriate health and nutritional interventions and 
from treatment of infection when children are brought to prevention, 
early detection and management of infections through improved access 
to health care. 


Monitoring of nutritional status 


In the next few decades the country will be in the midst of on going 
demographic, developmental, economic, ecological, life style, nutrition 
and health transition. It is, therefore, imperative that changes in health 
and nutritional status of the population are closely monitored so that: 


° the existing beneficial strategies are fully exploited, and 


° emerging problems are identified early and corrected expeditiously. 
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